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Predictable hypotensive effect—orally 





MECAMYLAMINE HYDROCHLORIDE 


INVERSINE—a secondary amine, different 
from all other ganglionic blocking agents— 
has many clinical advantages: 1.Gives repro- 
ducible effects. 2. Ils most potent of all oral 
ganglionic blockers. 3. Provides smooth and 
predictable response. 4. Is completely 
absorbed. 5. Onset of action is gradual. 
6. Small oral dose gives desired hypotensive 
effect. 7. Is effective even in patients refrac- 
tory to other ganglionic blockers. 





Dosage: Initial dose, 2.5 mg. twice daily, increased by 2.5 mg. at 2-day 
intervals. Average daily dose 25-30 mg. 

Supplied: 2.5 mg. scored tablets and 10 mg. quarter-sected tablets in bot- 
tles of 100. 


INVERSINE IS A TRADEMARK OF MERCK & CO., INC. 
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fatigue memory lapses 


for middle-age slowdown 


Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who 
complain of chronic fatigue... reduced vitality 
.. low physical reserve. -impaired work capac- 
ity .. depression . . _ muscular aches and pains 
. or cold intolerance. Such “signs of aging, 
far from being due to physiologic disturbances, 
may often result from endocrine imbalance, 
especially gonadal and thyroid dysfunction.'4 
Plestran provides ethinyl estradiol (0.005 mg.); 
methyltestosterone (2.5 mg.); and Proloid®* 
(4 gr.)—hormones which help to correct endo- 
crine imbalance and often halt or reverse in- 
volutional and degenerative changes.!-4 


Plestran restores work capacity and a sense of 
well-being, usually within 7 to 10 days. It im- 
proves nitrogen balance, leads to better muscle 
tone and vigor, enhances mental alertness, 
*Purified thyroid globulin 


muscular pain: 





helps to correct osteoporosis, senile skin and 
hair texture changes and relieves muscular pain. 
The anabolic and tonic effects of the hormones 
in Plestran appear to be enhanced by combina- 
tion so that small dosages are very effective. 
Combination also overcomes some of the dis- 
advantages of therapy with a single sex hor- 
mone, such as virilization, feminization or 
withdrawal bleeding.® 


Dosage: Usually one tablet daily; occasional 
patients may require two tablets daily, depend- 
ing on clinical response. 

Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 
(May-June) 1950. 2. Masters, W. H.: Obst. & Gynec. 
8:61 (July) 1956. 3. Kimble, S. T., and Stieglitz, E. J.: 
Geriatrics 7:20 (Jan.-Feb.) 1952. 4. Kountz, W. B., 
and C Chieffi, M.: Geriatrics 2:344 (Nov.-Dec.) 1947, 
5. Birnberg, C. H., and Kurzrok, R.: J. Am. Geriatrics 
Soc. 3:656 (Sept.) 1955. 


PLESTRAN ...... 


a metabolic regulator 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


cold-sensitive elderly patients benefit from 


tolazoline hydrochloride C!IBA) 


Priscoline—whether given orally, intramuscularly, intravenously, or 
intra-arterially—is of proved value in peripheral vascular disease, 
particularly when spasm is a prominent feature. Priscoline exerts a 
potent vasodilating effect not only on the walls of arterioles and 
capillaries but on small arteries and venules as well. 


The benefits of Priscoline are cumulative. As therapy is continued, 

the flow of blood in peripheral vessels may be sustained at comparatively 
high levels, promoting both the maximal use of previously constricted 
channels and the development of collateral circulation. 

Tablets, 25 mg. (scored). 

Elixir, 25 mg. per 4-ml. teaspoon. 

Multiple-dose vials, 10 ml., 25 mg. per ml. 
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when infection strikes the respiratory tract... 


LT YCIN 


(Erythromycin, Lilly) 


provides singularly effective antibiotic therapy, because 


The usual adult dose is 
250 mg. every six hours. 


Available in specially 
coated tablets, pediatric 
suspension, drops, oint- 
ments, and I.V. ampoules. 


e Virtually all gram-positive organisms are in- 
herently sensitive 


e Allergic reactions following systemic therapy 
are rare 


¢ Bactericidal action kills susceptible organisms 


e Normal bacterial flora of the intestine is not 
appreciably disturbed 


732024 


LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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--- TO VITALITY 


VIS TABOLIC 


The Modern Alleotic* 





Vistabolic is a new gerontotherapeutic prepa- 
ration. It provides anti-stress, anabolic, and 
nutritional support, and speeds the geriatric 
patient to recovery from surgery, debilitating 
disease, fatigue, neurasthenia, and other stress- 
ful situations. 



















Each oral tablet provides: Each cc provides: 
Hydrocortisone . . .... 1.0 mg. <€ anti-stress aid 3 Hydrocortisone acetate .. 1.0mg. 
Stenediol® (Methandriol) . . 10.0 mg. < anabolic aid —> Stenedio!® (Methandriol). . 10.0 mg 
Bifacton® (Vitamin Biz < nutritional aid > Vitamin Bi2 activity (from 
w/ Intrinsic Factor Pernaemon®, Liver 
Concentrate) ....... Y U.S.P. Injection, U.S.P.) .. 20.0 mcg. 
Oral unit 


Available in 10-cc vials and boxes of 30 tablets. 
Professional literature available on request. 


*Vistabolic is an alleotic, an alterative remedy aiding recovery from stress. 


Organon INC. 


ORANGE, N. J. 






















is looking forward 





e Anesthetic or operative 
stress may precipitate acute 
adrenal cortical insufficiency 
in patients with repeated op- 
erations, debility, or previous 
corticosteroid therapy, ac- 
cording to William S. How- 
land, director of the Division 
of Anesthesiology, Memorial 
Center for Cancer and Allied 
Diseases, New York. Writing 
in the March issue of Geri- 
atrics on Adrenal Cortical 
Insufficiency Occurring Dur- 
ing Surgery and in the Post- 
operative Period, he states 
that the replacement therapy 
of choice is soluble hydro- 
cortisone, which is the prin- 
cipal corticosteroid elaborated 
by the adrenal cortex. 


e Hysterectomy has become 
one of the most _ contro- 
versial surgical procedures of 
our time, says Charles E. 
Galloway, Evanston, Illinois, 
in Hysterectomy: A General 
Discussion and a Report on 
400 Consecutive Cases. The 
experienced gynecologic sur- 
geon will continue to remove 
the uterus when it seems in- 
dicated. However, there are 
times when hysterectomy 
should be considered more 
conservatively than _ liberally 
and all treatment should be 
planned on = an _ individual 
basis. When hysterectomy is 


performed, the vaginal ap- 
proach requires more care 
and effort, but results in less 
pain and disfigurement. 


e The Abdominal Symp- 
toms of Little Strokes may 
easily confuse the diagnosis of 
cerebrovascular accident in 
the elderly patient, says 
Walter C. Alvarez in a new 
article on the small apoplexies. 
A little stroke can produce 
such varied symptoms as nau- 
sea and vomiting, simulating 
acute indigestion or Méniére’s 
syndrome; irritability of the 
stomach; and a “burning” 
sensation in the abdominal 
wall. Quite often such a spell 
will be followed by rapid 
aging, some loss of memory 
and ability, and a noticeable 
change in character and per- 
sonality. 


e The majority of patients 
are improved by the Use of 
Pyrrobutamine in the Treat- 
ment of Rauwolfia - induced 
Nasal Congestion, write Paul 
K. Conner, Jr., Sam A. Kin- 
ard, Ralph Ford, Robert G. 
McConn, and John H. Moyer 
of Baylor University College 
of Medicine, Veterans Admin- 
istration Hospital, and Car- 
diac Clinics of Jefferson 
Davis and Hermann Hospi- 
tals, Houston. Although there 


is no pretreatment key to in- 
dicate which patient will re- 
ceive benefit, patients whose 
nasal congestion is mild or 
who demonstrate a_relation- 
ship of blood pressure depres- 
sion and onset of nasal con- 
gestion are most likely to im- 
prove. 


e Late Diabetes Mellitus is a 
form of the disease which has 
its onset after age 60. Diag- 
nostic Considerations are dis- 
cussed by Eugene J. Chesrow, 
medical superintendent, and 
John M. Bleyer, former spe- 
cial research associate, Cook 
County Institutions, Oak For- 
est, Illinois. In a series of 60 
diabetic and 19 potential dia- 
betic patients, they found that 
the disease has the following 
manifestations: absence of a 
diabetic family history; in 
most instances, normal fasting 
blood sugar; low incidence of 
polyphagia, polydipsia, and 
polyuria; frequent but mild 
keto-acidosis; frequent devi- 
ations from ideal body weight, 
absence of  patellary and 
ankle reflexes; high incidence 
of hypertension and cataracts; 
and absence of gangrene and 
retinopathy. 


For these and other articles, 
reviews, abstracts, and special 
reviews, read every issue of 
Geriatrics. 
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just one 


for your aging patients 


may mean the difference between comfort and complaint 


“therapeutic bite” DECHOLIN' 


routine physiologic support 

« improves liver and gallbladder function 

« corrects constipation without catharsis 

« relieves functional complaints of gastrointestinal tract 
» enhances medical regimens in hepatobiliary disorders 


DECHOLIN Tablets 334 gr. (dehydrocholic acid, AMES) and 
DECHOLIN SODIUM® Ampuls 20% Solution (sodium dehydrocholate, AMES) 


| \ AMES COMPANY, INC « ELKHART, INDIANA 
fir Ames Company of Canada, Ltd., Toronto 





TOPICAL ESTROGEN THERAPY 
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vaginal estrogen therapy 









better tasting 


better absorbed 


better utilized 





Homagenets provide multivitamins in the 
same way as do the most nutritious foods. 
By a unique process, the vitamins are homo- 
genized, then fused into a solid, highly 
palatable form. Compare the taste of 
Homagenets with other vitamin preparations, 

Homogenization presents both oil and 
water soluble vitamins in microscopic parti- 
cles. This permits greater dispersion of the 
vitamins—thus better absorption and utiliza- 
tion. And the flavorful base assures patient 
acceptance. 


*U.S. Pat. 2676136. Other Pat. Pending 


The Ss. E. 


i. 


the only 
homogenized vitamins 
in solid form 









@* 


Advantages— 


Better absorption, better utilization 
Excess vitamin dosage unnecessary 
Pleasant, candy-like flavor 
No regurgitation, no “‘fishy burp” 
May be chewed, swallowed or dissolved 
in the mouth 

Three formulas: 


Prenatal Pediatric Therapeutic 
Send for samples of Homagenets. 


Taste them, and compare. 


MASSENGILL Company 


BRISTOL, TENNESSEE - NEW YORK + KANSAS CITY - SAN FRANCISCO 
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days 
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FURADANTIN’ VS 
__- OOO 


for rapid eradication of infection 


In the majority of 112 cases of acute, per- 
sistent or relapsing urinary tract infections 
“nitrofurantoin [FURADANTIN]| was effective 
clinically, with a pronounced improvement, 
indicated by the appearance of the urine as 
well as by verbal commendation by the pa- 
tient, within 24 to 36 hours .. . Some of these 
patients with seemingly impossible cases were 
cured of their infection.’’* 


FURADANTIN first because of these advantages: 
a specific for urinary tract infections + rapid 
bactericidal action + negligible development 
of bacterial resistance + nontoxic to kidneys, 
liver and blood-forming organs. 


AVERAGE DOSAGE: ADULTS—four 100 mg. tab- 
lets daily; 1 tablet during each meal and 1 on 
retiring, with food or milk. In acute, uncom- 
plicated infections, 50 mg. q.i.d. may be pre- 
scribed. If patient is unresponsive after 2 to 
3 days, increase dose to 100 mg. q.i.d. 
CHILDREN—5 to 7 mg. per Kg. (2.2 to 3.1 mg. 
per lb.) per 24 hours. 

SUPPLIED: Tablets, 50 and 100 mg. Oral Sus- 
pension (25 mg. per 5 cc. tsp.). 


*Stewart, B. L., and Rowe, H. J.: J. Am. M. Ass. 160:1221, 1956. 


(ten) EATON LABORATORIES, NORWICH, NEW YORK 
sea | 


Nitrofurans—a new class of antimicrobials—neither antibiotics nor sulfonamides 
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DEPROTEINATED PANCREATIC EXTRACT 


When you glve DEPROPANEX in biliary colic you 
obtain basic—not narcotic—relief of spasm in three 
minutes. Action is on the smooth muscle itself. 
Ureteral and renal colic respond equally promptly. 
Cystoscopy and other instrumental procedures are 
easier because of muscular relaxation. Postoper- 
atively DEPROPANEX helps control paralytic ileus. 


Ss 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC., PHILADLLPHIA 1, PA. 
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(phenylbutazone Geicy) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 
over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 














TRUE ANTICHOLINERGIC ACTION 


Pro-Banthine Inhibits Excess 


Parasympathetic Stimuli in Peptic Ulcer 


Medical literature now contains more than 
500 references to the beneficial role of Pro- 
Banthine Bromide (brand of propantheline 
bromide) and Banthine® Bromide (brand of 
methantheline bromide) as evidenced by a 
marked healing response of peptic ulcers. 
Rapid symptomatic improvement, particu- 
larly with reference to pain relief, is followed 
by roentgenographic demonstration of 
crater filling. 

The therapeutic action of Pro-Banthine in 


decreasing hypermotility and hyperacidity, 
together with the remarkable early subjective 
benefit, is a desired approach in the manage- 
ment of ulcers. 

The initial suggested dosage is one tablet, 
15 mg., with meals and two tablets at bed- 
time. An increased dosage may be necessary 
for severe manifestations and then two or 
more tablets four times a day may be indi- 
cated. G. D. Searle & Co., Chicago 80, Illi- 
nois, Research in the Service of Medicine. 
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controlled by 


vertigo, nausea and vomiting 








and the labyrinth 


structurally and functionally 
part of an elaborate special sense 
organ, the vestibular system — 
“constantly functioning and with 
quite definite central connections 
and motor responses...’ 


BONAMINE 


BRAND OF MECLIZINE HYDROCHLORIDE 


-effectively blocking responsible physiological 
pathways to provide immediate and long-lasting 
relief from vertigo, nausea and vomiting associ- 
ated with 


the postoperative state—‘‘Bonamine is a suppres- 
sor of postoperative nausea and vomiting, and has 
a potential use in contributing to the comfort and 
clinical well-being of patients recovering from 
surgery requiring general anaesthesia.’’” 


cerebral arteriosclerosis — Bonamine ‘‘provided 
effective protection against attacks of vertigo’’ 
in 93.6% of the patients with this complaint. ‘‘The 
lack of adverse effects... suggests that long-term 
use of this drug to provide continuous protection 
against attacks of vertigo is a reasonable proce- 
dure in the management of such patients.’”* 


motion sickness—In a comparative study involv- 
ing many thousands of subjects, Bonamine was 


*Trademark 


PFIzER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


the only motion-sickness preventive effective in a 
single daily dose. The duration of action with 
Bonamine ‘‘is clearly longer than that of the other 
drugs tested.’’* Bonamine is notably safe and free 
of side effects which might interfere with the 
patient’s normal activities. 


Bonamine also controls effectively the dizziness 
and emesis associated with radiation therapy, 
Méniére’s syndrome, fenestration procedures, 
labyrinthitis and streptomycin toxicity. 


Bonamine is available as scored, ‘tasteless tablets, 
25 mg.; also in the form of mint-flavored chewing 
tablets, 25 mg. 


References: 1. Krieg, W. J.S.: Functional Neuroanatomy, Phil- 
adelphia, The Blakiston Company, 1947, pp. 111-183. 2. Kinney, 
J.J.: J. M. Soc. New Jersey 53:128 (March) 1956. 3. Weil, L. L.: 
Florida J. Gen. Pract. 4:9 (July) 1954. 4. Report of Study by 
Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755 
(March 3) 1956. 






















Supplied in 10 ce, vials. 
Each cc. contains: 
Testosterone 
cyclopentylpropionate . . . 
Estradiol 
17-cyclopentylpropionate 
Chiorobutanol ... 0.00... 
Cottonseed oi] ........... 


THe Upsonn Company, KALamMazoo 





50 me. 
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> mg. 


q. 5. 


>» MICHIGAN 


2 mg. 











Upjohn 





New, once-a-month 





androgen-estrogen 
to retard the 
post-climacteric 
aging process and 
combat osteoporosis: 





mark, Reg. U.S. Pat. Off. 
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A new antibacterial 


with double-spectrum action 


Plus a high degree of safety 


‘ROCHE’ 


Why is Gantrimycin so effective ? Because 
it provides Gantrisin plus oleandomycin 
(a new antibiotic) which mutually reinforce 
each other; and there is a high degree of safety 
plus a pronounced effect on most pathogens 


resistant to other antibiotics. 


The double-spectrum action of Gantrimycin 
is valuable against both gram-positive and 


gram-negative microorganisms. 


Dosage: Adults—2 to 3 tablets, four times 
daily; should be increased to 4 or 5 tablets, 
four times daily, if necessary. Children over 
30 Ibs—1 or 2 tablets, four times daily. 

Children under 30 Ibs—1 tablet, four times daily. 


Each blue Gantrimycin tablet contains 


333 mg Gantrisin and 75 mg oleandomycin. 


Gantrisin®; Gantrimycin"™™ 
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because when depression, mental confusion, emotional 
lability, irritability, or antisocial attitudes are part of the geriatric 
syndrome...an analeptic may be indicated rather than a tran- 
quilizer. The gamut of symptoms caused by hypoxia are effec- 
tively relieved or reversed by the cerebral stimulation of 
ANALEPTONE elixir or tablets. 


Formula—Elixir, 1 teaspoonful: pentylenetetrazol, 200 mg.; niacin, 100 mg.; 
Peptenzyme” Elixir q.s.—Tablets: pentylenetetrazol, 100 mg.; niacin, 50 mg.; 
pepsin 1:10,000, 5 mg. Dosage—' to 1 teaspoonful or 1 to 2 tablets, one to 
three times per day. Available—in bottles of 8 fl. oz. or 100 tablets. 
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y ANSOLYSEN® 


TARTRATE (Pentolinium Tartrate) 


Indicated in moderately severe, severe, and 


* 4 uncomplicated malignant hypertension. The 
action of ANSOLYSEN is potent, reliable, and pro- 
longed. It lowers blood pressure, relieves 
symptoms, offers minimal by-effects. 


SANTA 
Fe OE 


PURODIGIN’ 


(Crystalline Digitoxin) 





Indicated in congestive heart failure. PuRODIGIN 
achieves and maintains digitalization with the 
smallest oral dose of all cardioactive glycosides. 
It offers high potency, complete absorption, 
steady maintenance, uniform action. 
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THIOMERIN’ 
SODIUM (Mercaptomerin Sodium) 


Indicated for diuretic therapy. THIOMERIN pro- 
duces significantly effective, smooth, and 
persistent fluid loss. It is well tolerated when 

given subcutaneously and, of all organomercurial 
diuretics, is least irritant. 


W YAMINE” 


SULFATE INJECTION 


(Mephentermine Sulfate) 





Indicated in acute hypotensive states not asso- 
ciated with hemorrhage. Injection WYAMINE is 
an effective and predictable pressor agent. It may 

be used intravenously or intramuscularly for 


either prophylaxis or therapy of hypotension. ® 
Philadelphia 1, Pa. 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 








Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 








Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis.for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN” with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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Oatmeal 


Presents No 


Digestive 
Burden 





IN GERIATRIC NUTRITION 
In the problems of geriatric 
nutrition, of dealing with 
the self-imposed restric- 
tions and distorted appe- 
tites of the aged, oatmeal 
offers definite advantages. 
It provides good protein, 
valuable vitamins and 
minerals, is low in sodium 
and purines, is easily eaten, 
readily digested, and 
promptly utilized. 


The Quaker Oats @mpany 


CHICAGO 


nN 
i) 
. > 





Its chemical, physical, and physiologic properties 
endow oatmeal with remarkable ease of digestion. 


In a broad series of tests the average coefficient 
of digestibility for oat protein was found to be 76 
per cent;! that for oat carbohydrate, 98 per cent;! 
that of oat fat ranged from 56 to as high as 100 
per cent.2 


Oatmeal, because of its eye appeal and pleasing 
taste, stimulates the flow of salivary and gastric 
secretions. Softly particulate in form, it is readily 
miscible with the digestive juices and presents a 
large surface area to enzymatic action, thus yielding 
rapidly to gastric and intestinal digestion. 


Oatmeal promotes comfort and efficiency of diges- 
tion throughout the gastrointestinal tract. The small 
amount of cellulosic material apparently aids in the 
breaking up of the compact gelatinous food mass in 
the stomach, thus facilitating gastric emptying.® 


Because of its chemical and mechanical blandness, 
its remarkable digestibility, and high nutrient value, 
oatmeal merits the physician’s continued recommen- 
dation as a key dish of America’s breakfast, not only 
in the normal diet, but also whenever dietary adjust- 
ment is therapeutically indicated. 


Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by The Quaker Oats Company, 
are identical. Both brands are available in the Quick 
(cooks in one minute) and the Old-Fashioned vari- 
eties which are of equal nutrient value. 





1. Merrill, A.L., and Watt, B.K.: Energy Value of Foods... Basis 
and Derivation, United States Department of Agriculture, 
Human Nutrition Research Branch, Agricultural Research 
Service. Agriculture Handbook No. 74, March 1955, pp. 8, 9, 
25, 32-43, 60-87. 

2. McCance, R.A., and Glaser, E.M.: The Energy Value of Oat- 


meal and the Digestibility and Absorption of Its Proteins, 
Fats and Calcium, Brit. J. Nutrition 2:221 (1948). 


3. McLester, J.S., and Darby, W.J.: Nutrition and Diet in Health 
and Disease, ed. 6, Philadelphia, W.B. Saunders Company, 
1952, pp. 189-190. 
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added certainty 
in treatment 
of respiratory 
infections 


new multi-spectrum synergistically strengthened antibiotic formulation 

SIGMAMYCIN adds certainty in antibiotic therapy, particularly for the 90% of patients 
treated at home or in the office where sensitivity testing may not be practical, and provides: 
a new maximum in therapeutic effectiveness, a new maximum in protection against resist- 
ance, a new maximum in safety and toleration. 

Supply: Capsules, 250 mg. (oleandomycin 83 mg., tetracycline 167 mg.). Bottles of 16 
and 100. 

...and for a new maximum in palatability 

New mint-flavored Sigmamycin for Oral Suspension, 1.5 Gm. in 2 oz. bottle; each 5 cc. tea- 
spoonful contains 125 mg. (oleandomycin 42 mg., tetracycline 83 mg.). *Trademark 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
World leader in antibiotic development and production 


Pfizer 











“_..effective...in the treatment of 
a variety of infections seen regu- 
larly by the practicing clinician...” 
including pharyngitis, bronchitis and 
other respiratory infections 

and “... often useful in the treat- 
ment of infections due to staphylo- 
cocci resistant to one or several of 
the regularly used antibiotics” 


“side effects . . . [are] notable by 
their absence” * 













1. Carter, C. H., and Maley, M. C.: Antibi- 
otics Annual 1956-1957, New York, Medical 
Encyclopedia, Inc., 1957, p. 51. 















Controls nervousness and tension in the older patient 


Many agitated senile patients respond remarkably to 
‘Compazine’, the new S.K-F. tranquilizer and antiemetic. 
As nervousness and tension are diminished, patients become 
calmer and more cooperative. Often older patients take a 
new interest in their homes and families and once again 


contribute to the normal daily routine. 


Vischer’ treated a 76-year-old woman for the relief of ex- 
treme nervousness and tremors. He found that “after 
less than three weeks treatment with proclorperazine 
[‘Compazine’], 15 mg. daily, she no longer had any trem- 
ors, was substantially less nervous and reported: “Doctor, 


I feel like doing and going.’ ” 


‘Compazine’ is rapid-acting, highly effective and has 


shown minimal side effects. Available: 5 mg. tablets in bottles of so. 


ompazine 


a true tranquilizing agent 





Smith, Kline & French Laboratories, Philadelphia 


1. Vischer, TJ.: Unpublished data from Clinical Study of Proclorperazine, a New 
Tranquilizer for the Treatment of Non-Hospitalized Psychoneurotic Patients. 
* Trademark for proclorperazine, S.K.F. 








IN SENILE ANXIETY... 
PRONOUNCED 
IMPROVEMENT IN 51 OF 54 


NOW IN 
CORDIAL-LIKE 
FORM 


CLINICAL REPORT. New ATARAX calms tense 
patients without impairing mental alertness. 
Shalowitz tested ATARAX in 54 patients with 
senile anxiety. “Good to excellent improve- 
ment was shown in 51 of the 54 patients 
treated. No untoward effects on liver, blood 
or nervous system were observed. All pa- 
tients treated, except those who responded 
poorly, (were) not as fidgety after therapy, 
and were able to sleep better." 


ADMINISTRATION. Although Shalowitz found 
the optimal dose was 10 mg. tablets three 
or four times a day, some patients may re- 
spond better on the 25 mg. tablets, b.i.d. or 
t.i.d. Now also available in syrup form, con- 
taining 10 mg. ATARAX per tsp. In tiny 10 mg. 
(orange) and 25 mg. (green) tablets, bottles 
of 100. ATARAX Syrup in pint bottles. 


1. Shalowitz, M.: Hydroxyzine: a new therapeutic 
agent for senile anxiety states. Geriatrics 11:312 
(July) 1956. 


@ Chicago 11, Illinois 


PEACE oF minD ATARAX SYRUP 











To revitalize 
cerebral 
metabolism 


in the 
older patient 


a CEREBRAL tonic 





L-Glutavite is specifically formulated to assist in the treatment of geriatric 
patients whose symptoms of weakness, apathy and fatigue are character- 
istic of waning cerebral metabolism. Himwich! reports excellent results 
with sodium glutamate in such cases, while Lehmann states that “a trial 
with nicotinic acid is always indicated . . .’? By combining these key 
factors with other vital nutritional elements, L-Glutavite effectively in- 
creases cerebral blood flow while it enhances the ability of cerebral tissue 
to utilize the increased nutrients provided. This unique therapeutic 
formula helps the tired, the apathetic, the depressed individual to face 
life more actively, and with greater interest. 


Supplied in cartons of 30 individual dosage packets; initial dose, 3-5 packets per day 
for 5 to 6 weeks. Pleasant-tasting appetite-stimulating powder, to be mixed in vegetable 
juices or sprinkled on food. Contains monosodium L-glutamate, niacin, thiamine, ribo- 
flavin, ascorbic acid, ferrous sulfate and dicalcium phosphate, in high potencies. 


1. Himwich H.E.: Paper presented at American Psychiatric Association meeting, St. Louis, May, 1954 
Lehmann, H.: 27th Annual Conference, Milbank Memorial Fund, New York, Paul B. Hoeber, Inc., 1952. p. 587. 


VA GRAY PHARMACEUTICAL CO.,INC., Newton 58, Massachusetts 
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IN DIABETES... 





Increased threat of vascular complications 
in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 

in the liver and normal dietary security 


against lipotropic deficiency fades. 


TRADE MARK 
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(Sherman Lipotropic Capsule) One capsule t.i.d. 











Gericaps contain the true lipo- 
tropics, choline and inositol, 
; which are unaffected by de- 
l amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 
dihydrogen citrate. 

. This dose also provides 60 





bic acid to maintain or im- 











. mg. rutin and 37.5 mg. ascor- ~ 


SHERMAN LABo 


pie 


prove capillary integrity, as 
well as 3000 units vitamin A, 
3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- 
cinamide, 0.75 mg. pyridoxine 
hydrochloride, and 3 mg. cal- 
cium pantothenate. 


SEND FOR comprehensive review: 
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NEW: 


THERAGRAN THERAGRAN 


LIQUID 07 .\ oo) 6] HS E> 
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1 teaspoonful of Theragran The six vitamins almost 
Liquid is equivalent to invariably associated 
1 Theragran Capsule. Wihdalmedalge)al om ane-lanlial 
For patients of all ages who deficiency states. 


prefer liquid vitamin therapy. 





Each Theragran Capsule, or 5 cc. teaspoonful of Theragran Liquid, supplies: 
Vitamin A (synthetic) : 25,000 U.S.P. Units 
Vitamin D 

Thiamine 

Riboflavin 

Niacinamide : : 

Ascorbic acid UJ N \ 
Usual Dosage: 1 or 2 capsules or teaspoonfuls daily. Infants: Not more than 
1 teaspoonful daily. 

THERAGRAN CAPSULES: bottles of 30, 60, 100 and 1000. 

THERAGRAN LIQUID: bottles of 4 ounces. 


Squibb Quality—the Priceless Ingredient 





THERAGRAN’ IS A SQUIBB TRADEMARK 
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a new alkaloid of 
rauwolfia—rescinnamine} 
for improved control of 
hypertension and tension § 


« the safer, better-tolerated 
antihypertensive 
and tranquilizing agent 

= side effects are less freque? 
and less pronounced 





Tablets: 0.25 mg., 0.5 mg. 


unwind patients gently with new 


D OF RESCINNAMIN 





ve : co 
Pjiaed PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 





Postencephalitic 


Idiopathic 


HYDROCHLORIDE TRIHEXPHENIDYL HCI LEDERLE 


ARTANE is effective in all forms of Parkin- 
sonism, in young and old, cardiac, hyperten- 
sive, postencephalitic and idiopathic types. 
Well tolerated, ARTANE maintains strong 
antispasmodic action over prolonged periods 
of treatment. ARTANE is remarkably free of 
toxic properties, has no deleterious effect 
on bone marrow function. 


Supplied: 2 mg. and 5 mg. tablets, and elixir 
containing 2 mg. per teaspoonful (5 cc.) 


Dosage: 1 mg. the first day, gradually 
increased, according to response, to 6 mg. 
to 10 mg. daily. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


“Reg. U. S. Pat. Off. 








quiet the cough 


and calm the patient... 












Expectorant action 
Antihistaminic action 
NY-Yo (of fiZ- Melo itelt) 

Topical anesthetic action 





Wyeth 


R 
Philadelphia 1, Pa. 


Promethazine Expectorant with Codeine Plain (without Codeine) 








In the arthritides ...a prudent course 



















Ulysses and the Sirens—from a vase in the British Museum 


between the hazards of high steroid dosage 
and the frustration of inadequate relief 


Because of the complementary action of cortisone and the 
salicylates, Salcort produces a greater therapeutic response 
with lower dosage. 

One study concludes: ‘Salicylate potentiates the greatly 
reduced amount of cortisone present so that its full effect 
is brought out without evoking undesirable side reactions.””! 


SALCORT™ 





indications: each tablet contains: 

Rheumatoid arthritis ... Rheumatoid spon- Cortisone acetate... ...... 2.5 mg. 
dylitis . . . Rheumatic fever . . . Neuromus- Sodium salicylate. ........ 0.38 Gm. 
cular affections. Aluminum hydroxide gel, dried . . . 0.12 Gm. 
‘Busse, E.A.: Treatment of Rheumatoid Arthritis Calcium ascorbate .... ar aT 60.0 mg. 
by a Combination of Cortisone and Salicylates. (equivalent to 50 mg. ascorbic acid) 

Clinical Med. 11:1105. Calcium carbonate ....... .. 60.0 mg. 


*U.S. Pat. 2,691,662 


The S. E. MASSENGILL Company, Bristol, Tennessee 
NEW YORK + KANSAS CITY « SAN FRANCISCO 
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Parenteral-like androgen effect without injection 





® Regge Sast same ® 


Patients with diminished androgenic activity improve 
satisfactorily on parenteral androgen therapy — but may 

feel “tied” to your hypodermic needle. 

Fully as good results can be obtained with Metandren Linguets... 
for they are promptly absorbed buccally or sublingually 

into the systemic circulation, thus by-passing early inactivation 
in the liver and in the digestive tract. Twice as potent as 

orally ingested methyltestosterone, Metandren Linguets provide 
an effective, economical and convenient form of androgen therapy. 


Metandren® (methyltestosterone U.S.P. CIBA) Linguets® (tablets for mucosal 
absorption CIBA), 5 mg. (white, scored) and 10 mg. (yellow, scored). 


CIBA 


SUMMIT, N. J. 
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For 
improved protein 
nutrition 


OTs ges Rey a oF 
elizzixr 


(Critically essential L-lysine with essential B vitamins) 


Potentiates protein synthesis in: 
e the elderly e the convalescent 
e the adolescent e the growing child 


Efficient protein synthesis depends upon an adequate intake of proper 
proportions of all the essential amino acids simultaneously. The bio- 
logical value of cereal proteins, which comprise 20-40% of total dietary 
proteins, is limited by a relative deficiency of lysine. Cerofort Elixir 
supplies physiological amounts of L-lysine to raise the body-building 
value of many cereals to that of high-quality animal muscle protein. And 
to aid tissue synthesis, Cerofort Elixir also supplies generous amounts of 
essential B vitamins. 


also available: 


Cerofort’ 
tablets 


(Critically essential L-lysine 
with all the important vitamins) 


to speed convalescence in 
major surgery, 


: s : illness, injury. 
first with lysine das WHITE LABORATORIES, INC. 


Kenilworth, N. J. 











THERE’S 
“DESIGN| 








FORMULATION 
TOO! 


For greater product effectiveness 
in minor dermal disorders . . . 
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provides 
Effective treatment and aids in preventing 


e BED SORES 

e SUPERFICIAL ULCERS 
® INTERTRIGO 

e DIAPER RASH 

e PRURITUS, ANI VULVAE 


As a skin “first aid’ HOLLANDEX OINTMENT with Vitamins A and D (as contained in 
natural Cod Liver Oil) helps promote skin healing. To further fortify.and assure aid in 
healing tender skin surfaces by helping to prevent infections, HOLLANDEX contains a mild 


non-irritating but effective antiseptic . . . Hexachlorophene. 


An outstanding characteristic of this smooth, creamy, water repellent ointment is its unique 
property of providing an imperceptible protective film over. the skin. This is of material 
benefit in providing a barrier between the skin and outside irritants. The specially formu- 
lated, deep penetrating base containing improved lanolin aids in lubricating and relieving 


certain conditions marked by abnormal skin dryness. 


If you want a protective and therapeutic 


ointment that will soothe and accelerate 





skin healing Rec d and rely on. 





Write for Professional samples. Not a cosmetic but a medicated cintment 





Holland-Rantos Co., Inc. Manufacturers of KOROMEX Products, New York 13, N. Y. 














for those with 


PARKINSONIS 


Smoother activity 
and 


brighter expression 


~ KEMADRI 


@ reduces rigidity and tremor. 


w seldom causes dryness of the mouth, 
blurring of vision or excitation. 


**KEMADRIN’ brand Procyclidine Hydrochloride 
Tablet of 5 mg., scored. Bottles of 100 and 1,000. 


Literature available on request. 


bral BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, N.Y. 
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Hypertensive Objective: 
ACTIVE LIVING 


... from incapacitating hypertension to a life of usefulness. 


Case History:' A.B., 42-year-old hospitalized patient with severe 
hypertension and early heart failure. Blood pressure prior to 
treatment was 240/160 mm. Hg. ANSOLYSEN was administered 
orally t.i.d. The dose was adjusted to the patient’s requirements. 


Blood pressure was reduced to, and stabilized at, an average level 
of 150/105 mm. Hg. There was marked symptomatic improve- 
ment, and the patient was able to return to work. 


1. Case history on file in Medical Department of Wyeth Laboratories. 


ANSOLYSEN 


TARTRATE Pentolinium Tartrate 


Lowers Biood Pressure 








Philadelphia 1, Pa. 











High concentration 


Topical Salicylate Therapy 


for safer, more effective 
relief of rheumatic pain 


@ Topical salicylate therapy is being 
rediscovered as perhaps the safest, most 
effective remedy for aching joints and 
muscles. 
Increased percutaneous absorption of 
salicylate, with enhanced blood flow 
through the affected tissue is provided 
by BAUME BENGUE, offering up to 2.5 
times more methyl] salicylate and men- 
thol than other topical salicylate prepa- 
rations. In arthritis, myositis, bursitis 
and arthralgia, BAUME BENGUE induces 
deep, active hyperemia and localanalgesia. 
Lange and Weiner suggest the term 
*“*hyperkinemics”” to describe prepara- 
tions such as BAUME BENGUE which 
produce blood flow through a tissue 
area. They point out that hyperkinemic 
effect, as measured by thermoneedles, 
may extend to a depth of 2.5 cm. below 
the surface of the skin. (J. Invest. Der- 
mat. /2:263, May, 1949.) 
Two strengths: regular and children’s. 
: THos. LEEMING & Co., INC. 
b, 155 E. 44th Street, New York 17, N.Y. 





Menthol-induced hyperemia plus high local concentration of 
AN salicylate has been rediscovered as one of the most promptly 
effective remedies for rheumatoid discomfort due to exposure. 


High concentration topical salicylate-menthol therapy (BAUME BENGUE) offers 
safe, penetrating relief of painful joints and muscles caused by overexertion. 


Baume 
Bengué 


ANALGESIQUE 
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for safe, effective treatment of moderately 
disturbed aged patients... 


Today’s increasing life span has increased the number of 
aged patients for every physician so greatly that geriatrics 


cE) 
has become a part of his everyday practice. This is espe- 
cially true in considering changes in the central nervous 
system, which frequently mean treatment in modern pri- 
vate or public mental hospitals. But a still greater number 


of the aged are subject to only mild’memory defects or 
sé D U N S T 7 slight confusion resulting in some abnormal behavior. These 
cases may be treated at home... and clinical tests prove 
that SENILEX has shown remarkable results in these states. 





SENILEX is a safe, simple regimen for moderately 
disturbed patients. Used on ambulatory basis 

for rehabilitation of the aged without 
institutionalization. There are no specific contra- 
‘indications. Prescribe SENILEX for your next case. 





INDICATIONS: Senile Mental Deteri- 
oration, Especially Mild Memory Defects, 
Confusion and Abnormal Behavior. 
ACTION: Produces both objective and 
subjective physical improvements, marked 
behavior improvement, better perform- 
ance on psychological testing, and increase 
in intelligence quotient. Restores normal 
blood lactic acid values and produces more 
normal electroencephalographic tracings. 
DOSAGE: 2 tablets 3 times daily. Lower 
dosages for maintenance after maximum 
effect is reached. 
SUPPLIED: Furnished in bottles of 96 
tablets. 
FORMULA: 

z Pentylenetetrazol ...... 100 mg. 
Niacin 50 


Send for literature 
and samples 


More than 25 years 
of service to the 
Medical Profession. 








S.F.DURST & COMPANY, INC., Phila. 20, Pa. 
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In Angina Pectoris 


The Attacks Lessen and 


E 
Fa 
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oses His Fear 
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Pentoxylon 


ach long-acting tablet provides the sustained coronary vaso- 
dilating effect of 10 mg. pentaerythritol tetranitrate (PETN) 
as well as the tranquilizing, anxiety-relieving and pulse-nor- 
malizing action of 1 mg. Rauwiloid® (alseroxylon). 











* Reduces incidence of attacks * Increases exercise tolerance 
* Reduces severity of attacks * Produces demonstrable ECG 
‘Reduces or abolishes need for teilenennias 
fast-acting vasodilating drugs » Exceptionally well tolerated 
» Reduces tachycardia - Minimal side actions 
» Reduces blood pressure in hyper- ~ Dosage: one to two tablets q.i.d., 
tensives, not in normotensives a.c. and h.s. 
And 
' ee (Pee ee 
Medihaler-Nitro 
octyl nitrite (1%) in aerosol solution 
For faster, safer, and more lasting relief of halation equivalent to 1/100 gr. nitro- 
acute anginal attacks ... Measured-dose glycerin ... fewer side actions than amyl 
inhalation provides instantaneous coronary nitrite . .. pocket-sized aerosol set ... each 
vasodilatation via the lungs . . . one in- 10 cc. bottle delivers 200 metered doses. 


LOS ANGELES 












more effective than one 
or two pints of tap water 
: or salt solution 





FLEET‘ ENENA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration .. . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
...and less irritating than soap suds enemas. 


Established 1869 
Cc. B. FLEET CoO., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 











‘ 
SIG: 2 CAPS DAILY | BOTTLES OF 100 AND 1000. 
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for your 


patient 


for the objective symptoms 
for the subjective distress 


the first 
and only 
ataraxic- 
corticoid 


prednisolone and hydroxyzine 


provides the anti-rheumatic, 
anti-inflammatory action of the most 
effective steroid, STERANE,® complemented by 
the superior central tranquilizing effects of 
ATARAX.® Minimal disturbance of fluid and 
electrolyte metabolism; no mental fogging 

or major toxicity in ataractic action. 


FOR UNMATCHED RESPONSE AND 

"4 MANAGEMENT IN RHEUMATOID ARTHRITIS... 
“€ AS IN OTHER COLLAGEN DISEASES, BRONCHIAL 

: ASTHMA, INFLAMMATORY DERMATOSES. 


Supplied: Each green, scored 

ATARAXOID Tablet contains 5 mg. prednisolone 
(STERANE) and 10 mg. hydroxyzine hydro- 
chloride (ATARAX) . Bottles of 30 and 100, 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


\, Cize 


*Trademark 
















is impaired 
by aging 
digestion 


“The secretion of digestive enzymes. . | 
diminishes with advancing age... 
Therefore considerable interference with the 
digestion of foods is to be anticipated.”’ * 


lozymee 


Comprehensive Digestive Enzyme Replacement 








Entozyme effectively supplements the patient’s 
own secretion of digestive enzymes. In the aged, 
oh an exe) 00} Ye) ol<t2 0 cex-We Co) ure) elcMe) ames el alemealeyucmcytaepbarer-vent 
aspects of aging which affect nutrition in the 
second forty years.’ At all ages, it proves 
helpful in dyspepsia, food intolerance, post- 
cholecystectomy syndrome, subtotal 
gastrectomy, pancreatitis, diabetes 
mellitus, atherosclerosis and psoriasis. 
“Stieglitz. E. J.. J.A.M.A. 142:1070..1950 


















Each double-layered tablet contains: 
Pepsin, N.F. ..... 250 mg. Pancreatin, U.S.P. . . 300 mg. 
—released in the stomach from Bile Salts ..... - - 150mg. 
gastric-soluble outer coating of | —released in the small intestine 
double-layered tablet from enteric-coated inner core 


A. H. ROBINS CO., INC. * Richmond 20, Virginia 





increases peripheral 
circulation and 

reduces vasospasm by 

(1) adrenergic blockade, 

and (2) direct vasodilation. 
Provides relief 

from aching, numbness, 

tingling, and blanching 

of the extremities. 
Exceptionally 

well tolerated. 


(LIDAR © BRAND OF AZAPETINE 


HOFFMANN-LA ROCHE INC - NUTLEY - NS 

















for 
prolonged 
vasodilation 
in chronic 
circulatory 
disorders 

















RONIACOL @® 
BRAND OF 
BETA-PYRIDYL CARBINOL 








ca. CONSTIPATED 
"ELDERLY 


® Softens stools naturally without side-effects 
® Promotes favorable intestinal flora 

e Provides nutritive barley malt extract 

for under-par patients 

2 FORMS-Liquid and Powder 

Dose: 2 Tbs. A.M. and PM. 


) Borcherdt’s 


MALT SOUP 
a *KNon-diastatic barley malt extract 
neutralized with potassium carbonate 


SEND FOR SAMPLES 
BORCHERDT COMPANY « 217 N. Wolcott Ave., Chicago 12, Ill. 


In Canada: CHEMO-DRUG COMPANY LTD., Toronto 


FOR OLDER PATIENTS... » be 
Coothing Rolie 


Gamer. CHRONIC URINARY INFECTIONS 


UT coli ite mate laM oX-MelhZ-1imeona-1mm(olale Mt ol-1a (ole) Sean 
without toxicity, without irritation, without 
drug fastness ... to keep the urine free from 
E. coli, S. albus, S. aureus. . . . Promptly 
soothes the irritated membrane while pro- 
viding bacteriostasis. 


Oh) = 

One tbs. in half cup METHENAMINE 
warm water, q.i.d., m URINARY 

VY hr. a.c. and h.s. ANTISEPTIC 


Sample on request 


Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott Ave., Chicago 12, Ill: 

















Exploit fully the use of salicylates in arthri- 
tis—give steroids in minimal doses—combine 
salicylates with corticosteroids for additive 
antiarthritic effect —this is the program 
Spies! advocates in a recent article in the 
Journal of the American Medical Associa- 
tion. 

Treatment of rheumatoid arthritis de- 
mands a “highly individualized program,” 
Spies! writes. The additive action of salicy- 
lates permits use of smaller amounts of hor- 
mones, thus lessening or eliminating their 
well-known side effects. “A proper mixture 
of salicylates and corticosteroids produces an 
effective antirheumatic agentin many cases.””! 

Suit your treatment to your individual 


Werke pene Tierapy 
with BUFFERIN” 


BRISTOL-MYERS CoO., 19 West 50 Street, New 








arthritic patient. Use the hormone you pre- 
fer, in the dosage you think best, but for 
better results combine it with BuFFERIN, the 
salicylate proved to be better tolerated by 
arthritics.? 

BUFFERIN contains no sodium, a marked 
advantage when cardiorenal complications 
make a salt-restricted diet necessary. 

Each BuFFERIN tablet contains 5 grains 
of acetylsalicylic acid 
and the antacids mag- 
nesium carbonate and 
aluminum glycinate. 
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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


TABLET 
® 
BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 


EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 
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Overweight, obesity, and 


coronary heart disease 


JOSEF BROZEK, Ph.D., 
and ANCEL KEYS, Ph.D. 


MINNEAPOLIS, MINNESOTA 


® Obesity and heart disease are today 
linked in the popular mind much as 
emaciation and tuberculosis were linked 
fifty years ago. Since coronary heart 
disease is our number one cause of death, 
there is much talk about obesity and 
how, if we want to do something about 
preventing coronary heart disease, we 
had better reduce. The actuaries speak- 
ing for the insurance industry are quite 
definite in these matters: “Certainly as 
matters stand today, this (weight con- 
trol) appears to be the only practical 
approach to the problem of preventing 
or retarding the degenerative diseases of 
middle or later life that now far outrank 
all other diseases as a cause of death.”! 

For better or worse, the situation is 
not that simple* and the fact is that pres- 
ently available information on the role 
of obesity in the development of athero- 
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Overweight is frequently regarded as 
an important factor in the develop- 
ment of coronary heart disease, but 
available evidence is inconclusive. 
Additional research is needed to 
assess more precisely the role of 
“overweight,” “obesity,” and the in- 
dividual difference in skeletal pro- 
portions and the distribution of soft 
tissues. 


sclerosis and coronary heart disease in 
man is not adequate for drawing definite 
general conclusions. It is quite definite, 
of course, that thin people are far from 
being immune to coronary heart disease, 
and it appears that the frequency of 
obesity among individuals who develop 
coronary heart disease is not much 
greater than in the rest of the popula- 
tion. A thesis was proposed and docu- 
mented stating that quality (composi- 
tion) rather than quantity (caloric in- 
take) of the diet is a more important 
factor in the etiology of coronary heart 
disease, with the fat content of the diet 
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TABLE 1 
Death rates from specified causes per 100,- 
000 industrial policyholders, 1955. (Statist. 
Bull. Metrop. Life Insur. Co., 36: 11, 1955.) 
All causes = 100%. 
%o 

Tuberculosis (all forms) 1.29 
Malignant neoplasms 20.66 
Diabetes mellitus 2.39 
Diseases of the cardiovascular system. . 51.42 
Nephritis and nephrosis 1.04 
Pneumonia 2.13 
Accidents 5.87 
All other causes 15.20 











as the critical dietary component sus- 
ceptible to control.** Our concern here 
is with overweight and obesity. 

Reference is sometimes made to Hip- 
pocrates as the first physician who rec- 
ognized the evil of obesity and its asso- 
ciation with what we now call coronary 
heart disease. Actually, there is extreme- 
ly little on the subject in the Hippo- 
cratic works, and we can quote it all 
here. Aside from some remarks on the 
infertility of fat women among the 
Scythians, there are just two sentences 
about obesity and these are in Section II 
of the Aphorisms. Aphorism number 35 
says, “In all maladies those who are fat 
about the belly do best; it is bad to be 
very thin and wasted there.” This one 
is seldom quoted in lectures on obesity. 
Instead, much is made of Aphorism num- 
ber 44 which says, “Sudden death is 
more common in those who are nat- 
urally fat than in the lean.” 

So much for Hippocrates. We must 
hurry over twenty-four centuries before 
we get to anything really tangible. 
Fifty years ago* it was first reported that 
obese men were proving to be bad 
business propositions for American in- 
surance companies and the main evi- 
dence against obesity has continued to 
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come from this source. Recording body 
weights on insurance applications was 
popular at first because of the belief that 
thin people, if not actually ill, were 
prone to tuberculosis. Later analysis of 
mortality experience led the companies 
to adopt the policy of charging extra 
premiums to persons who are greatly 
over the average weight of persons of 
the same height and age. Usually this 
special charge for overweight begins at 
20 or 22 per cent above average weight— 
that is, some 30 or 35 pounds “over- 
weight”—and the penalty increases with 
weight. The modern data on overweight, 
and its association with excessive mor- 
tality from heart disease, are largely 
from comparisons between these special 
premium payers and the so-called 
“standard” risks. 


Obesity, Overweight, 
and Body Build 


Obesity means excessive fatness. But the 
insurance data refer to body weight. Are 
overweight and obesity the same thing? 
Common sense shows that they are not 
necessarily identical. The Minnesota 
football team, like all other good foot- 
ball teams, is made up almost exclusively 
of men who are much overweight ac- 
cording to the insurance height-weight 
tables, vet they are certainly not fat. 
And in the Laboratory of Physiological 
Hygiene we see men who are fat but 
not overweight, as well as men who are 
both fat and overweight. Now what is 
bad? Overweight per se? Or _ true 
obesity? The two main elements of the 
body that make up its mass are muscle 
and fat. But, metabolically, being over- 
weight from excess fatness is pretty 
much the opposite of being overweight 
from having greatly developed muscles. 
And if coronary heart disease is an end 
result of a metabolic process, must we 
not try to distinguish our metabolic 
variables? 

Man’s physique is a complex phe- 

















nomenon, with three principal aspects: 
(1) body size (measured in terms of 
weight or volume), (2) body composi- 
tion, and (3) body form, determined by 
skeletal proportions and the distribution 
of soft tissues. In the Laboratory of 
Physiological Hygiene we have been 
concerned, in particular, with methods 
applicable to the characterization of 
body composition i7 vivo with emphasis 
on the estimation of body fat.‘ Densito- 
metric analysis, partitioning of total 
body water, soft-tissue x-rays, and body 
measurements, including skinfolds, make 
it possible to distinguish between over- 
weight-underweight, as a departure from 
a weight standard,* and relative obesity, 
defined by the fat content of the individ- 
ual. In groups homogeneous in reference 
to genetic background, age, and physical 
activity, there is a substantial correlation 
between relative weight and fat content. 
Men in different classes of relative 
weight differ substantially in the aver- 
age fat content, as estimated from body 
density.” However, where the groups 
are not homogeneous in such character- 
istics as age or activity, relative weight 
is no longer an indicator of fatness. Steel- 
workers—or, as was pointed out, foot- 
ball players’ — may be overweight in 
terms of their body weight yet “thin” 
in terms of the amount of subcutaneous 
or total fat. The fact remains that most 
evidence on “body build” and coronary 
disease is limited to simple underweight- 
overweight. 


Burden of Degenerative 

Heart Disease 
Vital and insurance statistics indicate 
that in the United States the diseases of 
the cardiovascular system account for 
over one-half of the total number of 


deaths (table 1). Neoplasms, while con- 
tributing a sizable number of deaths, 
are definitely less important, as far as 
the relative share is concerned. Tuber- 
culosis and pneumonia, once among the 











TABLE 2 


Diseases of the cardiovascular system (= 
100%); death rates for specified categories, 
1955. (Statist. Bull. Metrop. Life Insur. Co. 
36: 11; 1955-) 


Vascular lesions, CNS 
Chronic rheumatic heart disease 3.81 
Arteriosclerotic and degenerative 


heart disease 57.74 

(Diseases of coronary arteries, 33.45) 
Hypertension Rey 2 
Other diseases of the heart - 2a 
General arteriosclerosis J. 
Other diseases of the circulatory system 1.79 











leading causes of death, are way down. 
In the breakdown of the cardiovascu- 
lar diseases, the degenerative heart dis- 
eases, not counting hypertension, con- 
tribute more than 50 per cent of the 
total (table 2). These figures refer to 
industrial policvholders of the Metro- 
politan Life Insurance Company but the 
general picture would remain much the 
same using data reflecting the total mor- 
talitv experience in the United States. 
Evidence on overweight and/or obesity 
and coronary heart disease will be con- 
sidered in terms of necropsy data, mor- 
tality statistics, and morbidity studies. 


Necropsies 
The evidence from necropsies about a 
relationship, if any, between obesity and 
coronary heart disease is anything but 
clear. 

In 1934 Rosenthal reported that the 
degree of atherosclerosis seen post 
mortem was not related to obesity.’ In 
1947 Wilens found that marked athero- 
sclerosis was more common among the 
obese individuals than in those that were 
emaciated.® Wilens, incidentally, con- 
sidered that prolonged wasting disease 
before death might affect the athero- 


Geriatrics, February 1957 81 














TABLE 3 


Principal causes of death among individuals 
rated for overweight. Ratios of actual to ex- 
pected deaths according to estimates of con- 
temporaneous mortality experience on 
standard risks. From Dublin and Marks.’ 





Cause of death Men Women 


All causes 150. 2 38 


7 
Heart disease 142... . AG 
Cancer, all forms 97.....100 
Diabetes ; 383)....,..372 
Tuberculosis ; -. 3 = Bes SRD 
Cirrhosis of the liver 249.....147 
Suicide (| eee 73 
Accidents ... 111 135 











matous deposits. Lober’s studies could 
be interpreted to support this idea.®* In 
1949, however, Faber and Lund’ could 
not confirm Wilen’s report on obesity 
and atherosclerosis. When deaths due to 
hypertension were excluded and athero- 
sclerosis was estimated quantitatively by 
chemical analysis for cholesterol and 
calcium in the arteries, there was 7o cor- 
relation between relative obesity and the 
degree of atherosclerosis. 

Necropsy studies in Finland and in 
the Netherlands, before and during the 
War, may have some bearing on this 
question. Vartiainen and Kanerva?® in 
Finland found that the frequency of 
severe atherosclerosis of the coronary 
arteries at given ages in civilian hospitals 
was sharply decreased after a couple of 
years of war and Schornagel" found the 
same to be true of the frequency of in- 
farctions in Rotterdam. In both areas, 
diets had been reduced and the average 
obesity of the population was lessened, 
of course. The first suggestion might be 
that there was a simple cause and effect 
relationship, but two _ considerations 
cause us to pause. In the first place, the 
reduction of the pathology is so sharp 
that it is difficult to avoid the implication 
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that actual regression of atherosclerosis 
occurred. And, in the second place, in 
both countries during this period there 
was a far more striking change in the 
character of the diet than in the total 
quantity and in the average obesity of 
the population. 

The necropsy data, then, are quite in- 
conclusive. They prove that athero- 
sclerosis and coronary heart disease are 
far from being restricted to obese in- 
dividuals. And they offer some sug- 
gestion that atherosclerosis may not be 
entirely fixed once it develops; they offer 
the hope, indeed, that the lesion may be 
in some measure reversible as a result of 
nutritional change. 


Overweight and Heart Disease 
—Follow-up Data 


Overweight individuals have been found, 
on the whole, to have higher mortality 
than individuals in the “standard” range 
of body weight. This is reported as a 
general experience of the insurance com- 
panies and has resulted in special pre- 
miums to be paid by the overweight in- 
dividuals. At the same time, this factor 
makes any “random” sampling of over- 
weight individuals in the insurance sta- 
tistics highly improbable and would 
tend, automatically, to select the poorer 
“risks” among overweight persons. 
Mortality data for overweight individ- 
uals,t who were accepted as substandard 
risks by the Metropolitan Life Insurance 
Company between 1925 to 1934, and 
traced to policy anniversary in 1950, 
indicate that the effect of overweight 
differs markedly in different disease cate- 
gories (table 3). It is definitely favor- 
able as far as tuberculosis is concerned 
and whatever may be thought about the 
association between personality malad- 
justment and a more-than-hearty appe- 
tite, overweight individuals commit sui- 
cide less frequently than their normal- 
weight contemporaries. In reference to 
cancer, the insurance data (referring, let 




















TABLE 4 
Distribution of relative body weight, as percentage of U. S. standards for equal height and age, 
of (1) 105 men with coronary heart disease, ages 38 to 69 years, and (2) a random sample of 
business and professional men, ages 45 to 55 (N = 566). Both groups came from Minneapolis 











and St. Paul. 

Relative weight <80 80-89 90-99 100-109 110-119 120-128 130+ 
Patients, % 3.8 114. 343 27.6 18.1 3.8 1.0 
“Controls,” % ....5.8........ 92 31. 32.2 18.0 28 1.0 








it be stressed, to weights at the time of 
application for insurance, not at the time 
of the discovery of the disease or at 
death) indicate no correlation with rela- 
tive body weight. Diabetes is about four 
times as frequent among the overweight 
individuals. Heart disease, as a cause of 
death, is found in this group about one 
and a half times as often as in individuals 
of “standard” weight. Whether, specifi- 
cally, their mortality from coronary 
heart disease is equally or dispropor- 
tionately elevated is not known and the 
report! merely states that a satisfactory 
basis for comparison in regard to this 
disease was not available. However, this 
point is commonly ignored and the view 
is widely held that the insurance data 
have proved conclusively that we could 
prevent much of our coronary problem 
if we eliminated excessive obesity in the 
United States. For the category of 
chronic diseases of the heart, including 
coronary artery disease and angina 
pectoris, the observed mortality among 
“overweights” was about 40 per cent 
higher than among standard risks. 

The prognostic significance of over- 
weight was considered by Levy and his 
associates''* in relation to the subsequent 
development of sustained hypertension 
and retirement or death caused by car- 
diovascular-renal diseases. Medical rec- 
ords of 22,741 army officers served as 
the source of material in this investiga- 
tion. An officer was considered over- 
weight when his weight was 20 pounds 





or more above the Army standard for 
height and age. In the overweight group, 
there was a higher incidence of retire- 
ments due to cardiovascular-renal dis- 
ease (150 per cent of the standard). 
When overweight was present in addi- 
tion to transient tachycardia and tran- 
sient hypertension, the retirement figure 
increased very substantially. In regard to 
the mortality experience, overweight 
alone did not increase the death rate 
from cardiovascular-renal diseases to a 
significant degree. However, the number 
of deaths in this category was small and 
no specific information was provided 
regarding coronary heart disease. Clear- 
ly, more adequate follow-up studies than 
are presently available are badly needed 
as a basis for public health policies and 
programs. 


Body Weight in Patients with 
Coronary Heart Disease 


When individuals with coronary disease 
are examined, there is a surprising lack 
of evidence which would support the 
hypothesis that overweight is signifi- 
cantly involved in the development of 
atherosclerosis. Among coronary pa- 
tients examined in the Laboratory of 
Physiological Hygiene, there was no ex- 
cess of overweight individuals (table 4). 

In a group of 97 young adult men who 
developed an infarct prior to the age of 
40, the weight distribution was almost 
identical with that among 146 controls. 
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TABLE 5 


and survival rates among patients with angina pectoris seen at Mayo Clinic. 
From Block and associates.” 


“Obesity” 


Five-year study Ten-year study 


Associated Number Surviving Number Surviving 
conditions traced % traced % 
None 3,140 58.9 2,236: . mee) 
Obesity 377 70.0 250. 44.4 
All other 2,249 ee 1,396. . Sees 
Diabetes 274 46.0 197. ‘ 249 














In a large group of soldiers with coro- 
nary heart disease, the distribution of the 
relative body weight was much the same 
as in a group of men who were killed 
in accidents.'* This is an important study 
and it may be useful to cite the con- 
clusions in full: “When we compared 
the weights of the men in the ‘coronary’ 
series with a group of 297 men of the 
same age group who died as the re- 
sult of accidents, we found that there 
was no significant difference. Further- 
more, a comparison of the weights at 
induction of 233 of the men who died 
as the result of coronary artery disease 
with those of all inductees of the same 
age group failed to bring out any sig- 
nificant difference. The men, on the 
whole, gained weight during their Army 
careers; and, although it is true that 
most of those who died of coronary 
artery disease were overweight in com- 
parison with all inductees, they were no 
heavier than others who had been in 
Army service for a time but who did not 
have coronary artery disease.” 

In their large sample of patients with 
myocardial infarction (N = _ 1031), 
Wright, Marple, and Beck" ascertained 
the weights of 68.5 per cent of the pa- 
tients prior to their illness, together with 
heights and ages. Using the +10 and 
—10 per cent deviation from the weight 
standard as the dividing line, 20.5 per 
cent of the sample were classified as 
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underweight, and 22.4 per cent as over- 
weight. These figures, as is pointed out 
by the authors on page 34 of their book 
Myocardial Infarction, “do not support 
a contention that obesity is a factor of 
importance in the occurrence of coro- 
nary thrombosis with myocardial in- 
farction at all ages.” 

In a recent report by McVay and 
Keil'® there appears to be some excess of 
overweight individuals among the males. 
The striking thing is the large number 
of overweight females. Unfortunately, 
there are no data on the distribution of 
relative weight among local “healthy” 
population. This is a common defect of 
reports based on hospital populations. 

In a group of 240 patients with in- 
farcts, of which 184 represented the 
first attack, there was a questionable ex- 
cess of individuals classified as “obese.”'* 
However, underweight did not “protect” 
the individual and the mortality within 
thirty days was actually more favorable 
among the overweights. Similarly, in a 
follow-up study of patients with angina 
pectoris at the Mayo Clinic,’’ the rate 
of survival was better among the over- 
weight individuals (table 5). In the total 
sample of patients with angina pectoris 
(N=6,882), only 466 individuals, or 6.8 
per cent, were rated as “obese.” While 
no data on incidence of obesity, accord- 
ing to the Mayo Clinic criteria, in the 
general population are available, certain- 











ly the condition was not found in a 
strikingly large number of patients in 
this sample of cases of angina pectoris. 
Angina associated with diabetes mellitus 
gives an unfavorable prognosis in both 
the five-year and ten-year studies. 


Overweight and Blood Cholesterol 


In the absence of more direct informa- 
tion on the development of athero- 
sclerosis in groups of individuals free 
from clinical symptoms of coronary 
heart disease, determinations of serum 
cholesterol and of lipoproteins proved 
to be useful. While it is recognized that 
measurements of these substances are not 
diagnostic (and, perhaps, not prog- 
nostic) for individuals, they do dis- 
tinguish between populations that have 
more or less coronary heart disease. 
What, then, is the relationship between 
overweight, obesity, and serum choles- 
terol? 

This relationship is dependent, in part 
at least, on the general level of blood 
cholesterol in the group under study. 
In middle-aged, clinically healthy men 
in Minnesota having generally a high 
level of blood cholesterol, no trend is 
discernible. Within a low cholesterol re- 
gion, such as Southern Italy, there is a 
substantial difference between thinner 
and fatter men, separated on the basis of 
the combined skinfold thickness.*s 


Similar trend was observed in data 
collected in a cooperative study in 


South Africa.'® Among the Bantu, with 
a generally low level of serum choles- 
terol, the overweight individuals tend to 
have high cholesterol levels which ex- 
ceed, in the heaviest category, the 
cholesterol of the lightest Europeans. 
Using arm skinfold as a more direct 
measure of “fatness,” there is no dis- 
tinctive trend in the European group, a 
moderately steep cholesterol increase 
with increasing fatness in the Cape Col- 
ored group, and quite a steep increase 
among the Bantu. 


Effect of Weight Reduction 


Both the insurance industry, under the 
leadership of the Metropolitan Life In- 
surance Company, and some _ public 
health groups have regarded and pro- 
moted weight reduction as the single 
most important public health measure in 
the United States. 

It is estimated that about 7 per cent 
of the U. S. population is “overweight” 
—that is, weighs 20 per cent or more 
above. the weight standard for age, sex, 
and height. Would eliminating this ex- 
cess provide a striking reduction in the 
burden of cardiovascular disease and, 
specifically, of coronary heart disease? 
The answer is “No.” Even if we could 
accept that the 1:1.5 mortality ratio ap- 
plies to coronary heart disease, the over- 
weights in our population could account 
only for an excess of 3.5 per cent of our 
total coronary mortality. Reduction of 
weight, then, is not the nation’s answer 
to degenerative heart disease. Such an 
improvement would leave the U. S. 
death rate among adults still distressingly 
high in comparison with some other 
parts of the world. 

Nevertheless, the effect of dietary and 
weight reduction on mortality deserves 
careful consideration. Of interest in this 
context is the wartime experience in the 
countries of Western and Northern Eu- 
rope to which reference was made in the 
section on necropsies. 

What is the experimental evidence on 
the effect of weight loss or weight gain 
and serum cholesterol in man? During 
active weight reduction the level of 
serum cholesterol tends to fall, only to 
increase on subsequent refeeding. It ap- 
pears that when body weight becomes 
stabilized either at a higher or a lower 
level following a weight change, the 
cholesterol value eventually returns to 
the level characteristic of the individual 
prior to weight change. The evidence on 
this point is indirect and incomplete and 
the long-term effects, in particular, 


Geriatrics, February 1957 85 














need further study. We have seen in this 
laboratory that in the course of weight 
gain, resulting from an increase in the 
ingestion in the amount of food eaten, 
there was an early positive response (in- 
crease) in the cholesterol level. Addi- 
tional weight gain seems to have had 
little effect. 

The most widely quoted data on the 
beneficial effect of weight reduction 
were provided by the Metropolitan Life 
Insurance Company.’ Individuals who 
were rerated as “standard risks” after 
weight reduction had indeed a more fa- 
vorable mortality experience. Unfortu- 
nately, the evidence is not as foolproof 
as it is frequently regarded. Most impor- 
tantly, the process of rerating amounted, 
in fact, to a reselection. Thus the two 
groups do not differ oly in that one 
reduced and the other one did not and, 
consequently, they do not appear to be 
strictly comparable. 


Summary and Conclusions 


The subject under consideration is com- 
plex, with “body build” in the narrower 
sense (the “husky” young men with 
coronary heart disease described by 
Gertler and White,”° and Morris’s bus 
drivers with large chest and abdominal 
girths*'), and with “overweight,” and 
“obesity” as factors to be considered in 
reference to a disease category with multi- 
ple etiology. 

Insurance data indicate that substan- 
tially overweight individuals die more 
frequently of heart disease than do in- 
sured persons in the “normal” range of 
body weight, with the degenerative 
heart diseases having a large, though 
apparently not relatively excessive, share 
in the grim harvest. On the other hand, 
there are several sets of data indicating 
that the distribution of body weight 
among patients with coronary heart dis- 
ease is much the same as in the control 
groups, even when body weights prior 
to the appearance of clinical symptoms 
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—such as, induction weights of soldiers— 
are considered. 

Information on the effects of weight 
reduction is limited in amount and 
validity. The results of the study made 
by the Metropolitan Life Insurance 
Company are “positive” but the factor 
of reselection makes quantitative con- 
clusions hazardous. The war-time ex- 
perience points out that the incidence 
and the severity of heart disease, includ- 
ing the degenerative heart diseases in 
which atherosclerosis is a dominant 
structural defect, can be affected by 
dietary means. However, the factors 
responsible for such a change cannot be 
identified with certainty, as both quanti- 
tative and qualitative alterations in the 
diet were present. 

The relationship between overweight 
and cholesterol, as an indicator of the 
atherosclerotic process in a population, 
differs in different samples. In recent 
studies in South Africa, cholesterol 
showed little or no relationship to over- 
weight-underweight among the Euro- 
peans characterized by a high level of 
cholesterol, and a definite, positive, but 
curvilinear relationship among the 
Bantu, who, on the average, had very 
low cholesterol levels. This seems to be 
a fairly general rule—that relative under- 
weight-overweight and obesity are asso- 
ciated positively with the cholesterol 
level in populations in which the general 
cholesterol level is low. In areas in which 
the general level of cholesterol is high, 
no such relationship seems to exist, or, 
at the most, there is a slight elevation of 
cholesterol in markedly overweight in- 
dividuals. 

Caloric intake, at least theoretically, 
is an easily manipulatable facet of man’s 
mode of life, and the relationships be- 
tween body weight and the development 
of degenerative heart disease represent 
a fruitful area of further research. This 
must also involve a further clarification 
of the effects of “obesity” as such, as 
differentiated from gross overweight, 
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LUNG CANCER is still a rather uncommon disease among women but has 
been gradually and steadily increasing. The increase is moderate and 
far less dramatic than that noted for men. Studies of lung cancer in 
women show a greater proportion of adenocarcinomas than similar 
studies for men. These adenocarcinomas occur with little if any greater 
frequency among smokers than among nonsmokers, a striking contrast 
with the relation of smoking with epidermoid cancers of the lung. 
Studies on occupational exposures among lung cancer in men and 
women have shown that, although a few occupational exposures seem 
to carry an increased risk, the majority of cases cannot be accounted 
for this way. The only results consistent with the fact that lung cancer 
is more frequent among males than among females is that women have 
been shown to still smoke less than men, at least at all ages above 30. 
The most probable hypothesis, on the basis of present evidence, is that 
cigarette smoking increases risk of epidermoid lung cancer in women. 
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Significance of iron stores in later life 


ALEXANDER R. STEVENS, Jr., M.D. 


SEATTLE, WASHINGTON 


® Iron is the one raw material for hemo- 
globin production which is not available 
in the body in almost unlimited supply. 
Stores of available iron have an impor- 
tant role at all ages, but particularly in 
later life, when there is an increased in- 
cidence of gastrointestinal bleeding. The 
size of the iron stores is altered most 
radically by the two diseases related to 
iron metabolism—iron-deficiency anemia 
and iron-storage disease, or hemochro- 
matosis. 


Review of Iron Metabolism 
Throughout life, the iron from broken- 
down red blood cells is salvaged and 
reutilized for new hemoglobin forma- 
tion. There is no mechanism for iron 
excretion, and the total daily loss by 
mucosal and skin sloughing is estimated 
at about .5 mg. This small loss is bal- 
anced by absorption from the diet. Dur- 
ing times of iron need, there is enhanced 
absorption. For example, during child- 
hood, iron is required to permit an ex- 
panding red-cell mass, which contains 
about 2,000 mg. of iron in the healthy 
adult. Menstruation results in an annual 
deficit of 300 mg.; pregnancy costs the 
mother about 500 mg.; and lactation re- 
quires about 150 mg. 

These stress periods in iron metabo- 
lism are met by an increased absorption. 
In addition to meeting current needs 
during the first two decades of life, 
enough excess iron is absorbed to create 
ALEXANDER STEVENS is Clinical instructor in medi- 
cine, University of Washington School of 
Medicine, Seattle. 
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lron metabolism in the aged is dis- 
cussed, with emphasis on the sig- 
nificance of storage iron as revealed 
in microscopic examination of bone- 
marrow aspirate. Iron stores are de- 
pleted in iron-deficiency anemia, and 
are increased in other forms of ane- 
mia. lron therapy is never indicated 
when iron stores are normal or in- 
creased. 

Especially in elderly people, iron- 
deficiency anemia signifies that blood 
loss has occurred, and the diagnosis 
carries with it the obligation to find 
the source of bleeding. 


a store of about 1,500 mg.' This iron is 
in the form of ferritin and hemosiderin 
stored throughout the body, particularly 
in the liver, and is available for hemo- 
globin production. If there is no ab- 
normal blood loss, the iron store remains 
constant throughout life. 

When there is more blood loss than 
is compensated for by increased absorp- 
tion, iron is mobilized from the stores 
for hemoglobin replacement. After about 
6 pints of blood have been replaced in 
this: manner, the stores are exhausted, 
and, if bleeding continues, anemia de- 
velops with hypochromic, microcytic 
red cells — the characteristic iron-defici- 
ency pattern. On the other hand, when 
anemia is not caused by chronic blood 
loss—as when hematopoiesis is retarded 
by infection or uremia, or red-cell de- 
struction is accelerated as in any hemo- 
lytic anemia—there is no change in the 
total body iron. Instead, the iron shifts 











from the red-cell mass into the storage 
depots, especially the liver and bone mar- 
row (figure I). 


Significance of Iron Stores 


The healthy old person has normal iron 
stores, and there is minimal exchange be- 
tween his body iron and the environ- 
ment, since absorption and excretion are 
on the order of .5 mg. daily. He is there- 
fore essentially independent of his 
dietary-iron intake, and the iron stores 
constitute his protection against the de- 
velopment of iron-deficiency anemia. 

Inspection of an unstained smear of 
bone marrow aspirate is a convenient 
method for direct visualization of iron 
stores. If the smear is examined under 
the oil immersion objective with re- 
duced illumination, hemosiderin will ap- 
pear as golden yellow, refractile gran- 
ules, which turn blue when the smear is 
treated with a ferrocyanide stain. Mar- 
row from healthy persons contains a 
small number of such granules, which 
are easily visible. In iron deficiency, the 
granules are absent or sharply reduced in 
number. In anemic states not associated 
with chronic blood loss, the number of 
hemosiderin granules is greater, and oc- 
casionally great masses of them can be 
seen. This finding is certain evidence 
that there is no possibility of iron de- 
ficiency, and the physician can be sure 
that iron therapy will be of no avail. 

In a large series of bone - marrow 
examinations on normal subjects and pa- 
tients in a general hospital referred for 
hematologic evaluation, there was good 
correlation of the hemosiderin granules 
in the unstained marrow and the ex- 
pected state of the iron stores.? All pa- 
tients with iron-deficiency anemia and 
with histories of excess blood loss and 
multiple pregnancies had _ insignificant 
marrow iron or none at all. Those with 
anemias associated with _ infection, 
chronic liver disease, pernicious ane- 
mia, nonbleeding malignancy, uremia, 
hemolytic anemia, and other conditions 








-————= 








RBC 
Fe deficiency Normal Other 
anemia anemia 


ric. 1. Relative size of iron compartments. Nor- 
mally, the greatest amount of body iron is in the 
hemoglobin of the circulating red blood cells. 
In iron-deficiency anemia, the storage iron is 
depleted. In other anemias, total body iron is 
unchanged, and iron is shifted from circulating 
red cells into the stores. 


not involving blood loss, showed _ in- 
creased marrow iron. In the total group 
of patients studied, no significant differ- 
ence in the marrow iron was seen with 
advancing age. 

There was a striking difference in the 
marrow-iron content of the two sexes. 
It would be expected that the drain on 
the iron reserves, resulting from men- 
strual blood loss and from multiple 
pregnancies, would place the woman in 
a more vulnerable position in the devel- 
opment of iron-deficiency anemia. When 
all patients were considered, distribution 
of marrow iron was generally much less 
in the woman, with almost one-half hav- 
ing reduced iron stores. Even after data 
on those patients with clinical iron-de- 
ficiency anemia had been excluded, iron 
stores were still considerably less in 
women than in men. 


Iron-deficiency Anemia 


Significant loss of iron from the body is 
sustained in bleeding, in direct propor- 
tion to the amount of blood lost. Preg- 
nancy imposes a more constant iron loss, 
and multiple pregnancies are frequently 
included in events leading to iron de- 
ficiency. 
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IRON METABOLISM AGE CLINICAL 
Normal diet 1@) Normal growth. 
Asymptomatic. 
Menarche - begins to drain 14 Asymptomatic. 
iron, stores. 
Five pregnancies. 20 Gradual development of 


Heavy menstrual blood loss. iron deficiency anemia, 


Exhaustion of Fe stores 


Absorption increased, but 30 
cannot replace losses. 
Menopause — menstrual L 45 


iron loss ceases 


Chronic state of anemia. 
fatigue, poor appetite, 


poor diet. 


Fe stores remain absent. Epithelial signs of Fe 


Biood loss of any degree deficiency : 

precipitates recurrent anemia spoon nails 
cheilosis 
glossitis 





esophageal fibrous 
adhesions 








L170 


ric. u. Iron-deficiency anemia as a “lifetime” 
disease. 


If there is further blood loss after iron 
stores are depleted, anemia will develop, 
normocytic at first, progressing to mi- 
crocytic and hypochromic. Absorption 
of dietary iron can be increased to 3 or 
4 mg. daily, and the red-cell mass may 
be restored if there is no further bleed- 
ing. Once iron stores are depleted, they 
are rebuilt very slowly from dietary iron 
alone, and the individual remains vul- 
nerable to iron-deficiency anemia in the 
event of future blood loss. 

Recurrent iron-deficiency anemia is 
common in postmenopausal women 
whose iron stores have been so exhausted 
by heavy menstrual bleeding and multi- 
ple pregnancies that any small blood loss 
leads to anemia. Thus iron deficiency 
may be virtually a lifetime disease, as 
outlined in figure II. Clinical manifesta- 
tions of longstanding iron deficiency 
are epithelial changes, such as spoon 
nails, cheilosis, glossitis, and esophageal 
adhesions, leading to dysphagia. Of 
course, this syndrome is much more 
common in women. Iron-deficiency 
anemia in an elderly man is presumptive 
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evidence of a bleeding gastrointestinal 
lesion, and no effort should be spared to 
find the source. Even if stools are re- 
peatedly negative for blood, a thorough 
gastrointestinal examination is indicated. 

The most practical and simple labora- 
tory test for iron-deficiency anemia is 
examination of a blood smear for the 
hypochromic, microcytic red cells. 
However, particularly when the red- 
cell changes are borderline, the etiology 
of the anemia may be doubtful, and in- 
spection of bone marrow for hemosid- 
erin is most helpful. Iron therapy is 
never indicated when iron stores are 
normal or increased. 

Especially in elderly patients, other 
types of anemia may be superimposed on 
a background of longstanding iron de- 
ficiency. A woman such as the subject 
of figure If may develop an infection, 
liver disease, or uremia, any of which 
can cause anemia. Studies may disclose 
evidences of iron deficiency, and the 
bone marrow may be depleted of iron. 
When faced with two possible causes of 
anemia, with iron deficiency as one, the 
physician can eliminate the latter with 
a course of iron therapy. If the hemo- 
globin ceases its response at a subnormal 
level, one can conclude that the other 
factor is responsible for the remaining 
anemia. 

Iron therapy should always be re- 
garded as a therapeutic test.* Adequate 
treatment consists of one 200-mg. ferrous 
sulfate tablet or one 300-mg. ferrous glu- 
conate tablet three times daily. A satis- 
factory response is a rise in hemoglobin 
of 2 grams per cent in three weeks. If 
the blood fails to show this response, and 
the patient has taken the medication 
faithfully, the chances are that factors 
other than iron deficiency are responsible 
for the anemia. When iron therapy is 
given, no adjuncts should be used, such 
as those commonly included in the popu- 
lar multiple “hematinics,” for these ad- 
juncts have been proved unnecessary for 
absorption of iron salts. The diagnostic 

















significance of a response to iron is of 
such importance that it should not be 
obscured by simultaneous administration 
of any other drug which may conceiv- 
ably have an effect on erythropoiesis. 
The absolute diagnosis of iron-deficiency 
anemia always depends on observation of 
a satisfactory response to treatment; and 
establishment of the diagnosis may be a 
key step toward recognition of a far 
more serious underlying bleeding dis- 
order. 


Iron-Storage Disease 


A pronounced increase in iron stores is 
observed in a group of diseases known 
collectively as “iron-storage disease.” 
Idiopathic, or endogenous, hemochroma- 
tosis is the result of a lifetime of in- 
creased iron absorption, presumably a 
metabolic defect.t The body iron is in- 
creased fivefold or more, and there is 
organ damage associated with iron depo- 
sition in liver, pancreas, and heart. An 
increase in hemosiderin in bone-marrow 
and liver biopsies is essential in establish- 
ing a diagnosis and points the way to 
the only known therapy — removal of 
excess iron through repeated phlebot- 
omies. More than 100 1-pint phlebot- 
omies may be required to rid the pa- 
tient of excess iron. 

There can be exogenous increase in 
total body iron to dangerous levels after 
prolonged oral-iron therapy. Fatal 
hemochromatosis has been reported in 
a man who ingested two tablets of fer- 
rous sulfate daily for twelve years.® It 
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was calculated he absorbed 3.5 mg. of 
the medicinal iron daily, and his iron 
stores were more than ten times normal. 
In Africa, a high incidence of hemo- 
chromatosis is found in the Bantu na- 
tives, whose dietary iron intake is ten 
times that of other western population 
groups. 

The two common forms of parenteral 
iron administration which can lead to 
enormous increases in body iron are 
transfusion and parenteral medicinal 
iron. Since each pint of blood contains 
250 mg. iron, 80 transfusions in a non- 
bleeding patient will bring the total 
body iron into the range observed in 
hemochromatosis. Some patients require 
many more transfusions for survival, but 
the possibility of iron loading should be 
kept in mind whenever transfusion is 
used. In recent years, parenteral iron 
therapy has been made practical by new 
preparations such as saccharated oxide 
of iron, which is given intravenously, 
and iron-dextran, which is given intra- 
muscularly. These can be administered in 
doses as high as 500 mg. Although 
parenteral therapy is useful with selected 
patients, much thought should be given 
to total dosage, for iron loading can be 
accomplished with great ease in a short 
time. Probably 2 or 3 gm. should be 
the upper limit in a course of parenteral 
iron therapy. For control, a simple check 
on the state of iron stores can be made 
by marrow study. As long as marrow 
hemosiderin is normal, no further treat- 
ment should be given. 
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Dizziness attacks and 


continuous dizziness in the aged 


E. J. ORMA, M.D. and M. KOSKENOJA, M.D. 


HELSINKI, FINLAND 


@ The postural type of equilibrium dis- 
turbance, which is most common in the 
aged, was discussed in a preceding ar- 
ticle.' In this second part, we have used 
the same group of 112 dizziness patients 
over 64, with the composition and struc- 
ture described in the first paper. The 
group was not a random sample of old 
people suffering from dizziness, for the 
subjects were solicited through news- 
paper advertising. The group obviously 
included a larger number of patients with 
the more severe forms of dizziness than 
would be the case in a random sample. 
The examinations, which included thor- 
ough physical, neurologic, otorhino- 
larvngologic, and ophthalmologic exami- 
nations, laboratory tests, and roentgen 
studies, were also discussed in the first 
paper. 


Dizziness Attacks 


Of the 112 patients suffering from diz- 
ziness, +5, or 40 per cent, had had dizzi- 
ness attacks. In the questionnaire ma- 
terial,’ with 690 dizziness patients chosen 
at random from the geriatric outpatient 
department, only 70, or 10 per cent, re- 
ported dizziness attacks. Such a large 
difference may be attributed to the fact 
that the examined group represents un- 
usually severe cases, which of course in- 
clude dizziness attacks, or to the possi- 
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In a series of 45 persons over 64 years 
in age, who suffered from dizziness 
attacks, attacks were central neuro- 
logic in about 50 per cent, otologic in 
18 per cent, cardial in 11 per cent, 
and postinfectional in 11 per cent. In 
the neurologic dizziness group, neu- 
rologic symptoms were often light 
and transient. Continuous dizziness 
appeared in patients with extensive, 
diffuse brain lesions. 


bility that the patients, in filling out 
questionnaires, did not recall their dizzi- 
ness attacks as accurately as did the diz- 
ziness group in a careful personal inquiry. 

Evaluation of dizziness attacks was 
based on history, information from the 
case histories of hospitals and outpatient 
departments, and our own findings (ta- 
ble 1). 


NEUROLOGIC DIZZINESS ATTACKS 
A dizziness attack was regarded as neuro- 
logic if other clear neurologic symptoms 
had been associated with it and other eti- 
ologies, especially the otogenous, could 
be ‘excluded. In 10 of all the 12 cases, 
neurologic dizziness attacks were vertigo, 
in 8 with nausea and vomiting. The at- 
tack occurred in 8 at night or imme- 
diately after arising in the morning. 
Severe dizziness and vomiting ordinarily 
lasted from an hour to several hours. The 
postural character of the dizziness was 
apparent from the beginning, so the pa- 
tient tried to remain still. A very definite 
position often brought relief. After a 














grave genuine dizziness attack, severe 
postural dizziness remained which gradu- 
ally abated, and the patient thought the 
entire attack had passed in a few days or, 
in most cases, in a few weeks. Postural 
dizziness, which was a vertigo type in 6 
patients, remained after the attack in 9 
patients. 

In the examinations, which took place 
from five months to four years after the 
dizziness attack, all patients had some 
kind of neurologic signs (table 2). Po- 
sitional nystagmus was found in 5. Dur- 
ing the control period, 2 patients in this 
group had apoplexy and one had hemi- 
anopsia. 

Comment. The origin of the dizziness 
attacks is clearly central neurologic, but 
the acuteness of the attacks speaks 
strongly for a vascular etiology. The 
lesions cannot be reversible, for in most 
cases in which clearly localizable neuro- 
logic symptoms were associated with the 
dizziness attack, the corresponding neu- 
rologic signs were also ascertained in our 
examination. However, the most striking 
symptoms were passing in nature so these 
attacks may be considered as “transient 
cerebral vascular accident” in type. On 
the basis of our own study, we cannot 
come to any definite conclusion as to 
the causative mechanism of the attacks. 
According to Pickering,’ such attacks 
are associated with real arterial occlu- 
sions. Alvarez stresses the importance of 
“the little strokes,” caused by occlusion 
of small arteries and which may take the 
form of dizziness attacks.**+ While many 
believe this type of attack may be caused 
by vasospasm,*'° others deny its role, 
consider it of little importance, or feel 
that this question is not yet solved.*-!*2 

The third interpretation of the patho- 
genesis of such transient cerebral symp- 
toms emphasizes the significance of hy- 
potension. If there is stenosis in an artery, 
the blood circulation in that area dimin- 
ishes greatly as the general blood pres- 
sure decreases. Consequently, there may 
be either a reversible disturbance or an 








TABLE 1 


DIZZINESS ATTACKS OF THE GROUP OF 45 PATIENTS 





Number 
of patients 


Type of attack 


Neurologic ....... eh fic 12 
Probably neurologic . Lea tee 10 
Meniére’s disease* ..... ’ 5 


Chronic otitis media complicated by 
labyrinthitis Ped 

Labyrinthine vascular accident 

Dizziness with angina pectoris 

Dizziness with cardiac arrhythmias 

Laryngeal vertigo 

Postinfectious dizziness 

Dizziness caused by poisoning 

Agoraphobia 

Vomiting Sac oGh Sees 

Dizziness attack after head injury 


— mt ND et I eet 





*One patient with Meniére’s disease also had a neurologic 
attack, bringing the total to 46. 


irreversible brain infarct, as Corday and 
associates'® have shown in their animal 
experiments. Denny-Brown''' believes 
it is often a question of either stenosis of 
the internal carotid or basilar artery. In 
many other studies, it is stated that a drop 
in blood pressure has great significance 
both in the pathogenesis of a brain in- 
farct and transient brain symptoms.'** 
1316 Ty our series, most of the attacks 
occur during sleep or soon after awaken- 
ing in the morning, and this points in 
some way to the role of hypotension. In 
all of these different theories, however, 
atherosclerosis of cerebral arteries. still 
has a definite significance. Atherosclerosis 
is undoubtedly the most important cause 
of stenosis and thrombosis, and is said to 
be an important factor in the etiology of 
vasospasm. 

Lesions causing dizziness are typically 
brain-stem lesions—that is, blood circula- 
tion disturbances in the vertebral and 
basilar arteries and their branches.'*°""° 
In many reports of thrombosis of the 
vertebral artery, basilar artery, or pos- 
terior inferior cerebellar artery, it appears 
that dizziness attacks occur before the 
appearance of genuine thrombosis with 
its noticeable neurologic symptoms.*!*** 
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TABLE 2 


NEUROLOGIC DIZZINESS ATTACKS 











Patient 
no. Neurologic symptoms in attack Neurologic signs in examination 
51—Left upper extremity paretic. Left angle of.. Memory defect. Speech slow and stiff. No ny- 
the mouth droops. (Hospital diagnosis: stagmus.* 
apoplexy, hemiplegia.) 
S6—MCONRIGUSIESS 6 ise e ein ces aa hae Memory defect. Severe tremor in hands. Posi- 
tional nystagmus, type 1. 
80—Paralysis of the right side of the face ... Right angle of the mouth droops. Severe trem- 
or in hands. Ataxia. No nystagmus. 
82—Direction-changing positional nystagmus Speech slow and unclear. Anesthesia in right 
(found in otologic examination). mucous membranes of cheek and tongue, in 


thumb, forefinger, and middle finger of right 
hand. Ataxia. Positional nystagmus, type 2, ver- 


tical. 
86—Unconsciousness. Diplopia and speech ..Memory defect. Blind walk deviates to left. 
stiff when awakened. Positional nystagmus, type 1. 
89—Speech difficulties s seletsenkh akc) Secu _...Sensitive, weeps. Confusion states. No nystag- 
mus. 
90—Left lower extremity spastic. Radial and... Patellary and achilles reflexes hyperactive on 
achilles reflexes hyperactive on left the left. Ankle clonus bilaterally. Positional 
(found in neurologic outpatient nystagmus, type 2, vertical. 
department). 
91—Legs numb eit dae Blind walk unsure. No nystagmus. 


97—Left lower and upper extremities paretic Patellary reflex multiple on the left. Positional 
nystagmus, type 2. 
104—Unconsciousness er ted certs apes Speech slow. The tongue deviates to right. Left 
(Hospital diagnosis: apoplexy.) homonymous hemianopsia. Blind walk drunken. 
No nystagmus. 
107—Unconsciousness. Tongue stiff and speech... Memory defect. Tongue and uvula deviate to 
difficult when awakened. left. Walk drunken. Blind walk deviates to left. 
Biceps, triceps, and patellary reflexes hyperac- 
tive on right side. No nystagmus. 


109—Almost unconscious. Speech stiff when Memory defect, euphoric, states of confusion. 
awakened. Left pupil miotic, reacts normally. Ataxia. No 


nystagmus. 





*The classification and other matters of positional nystagmus have been treated in first paper.? 


Neurologic symptoms associated with PROBABLE NEUROLOGIC ATTACKS 
dizziness attacks may be light and tran- The 10 patients in this group had dizzi- 
sient, may be easily overlooked, and have ness attacks similar to those in the pre- 
sometimes been considered otologic in vious neurologic attack group, but with- 
origin. Such dizziness attacks are thought out: neurologic symptoms. Vertigo oc- 
to arise from arteriosclerosis of the basilar curred in eight-tenths of the attacks, 
or vertebral arteries,*! from stenosis, or vomiting in five-tenths, and seven-tenths 
from aneurysm of the basilar artery." of the attacks occurred at night or in the 
Because we were unable to examine morning. The attacks lasted about as 
our patients during their attacks, we can long as those in the neurologic dizziness 
draw no conclusions regarding the lo- group. 
calization of the injuries. However, a Neurologic symptoms were also ap- 
few patients have had symptoms and _ parent during examination of these pa- 
signs of damage to the brain stem during _ tients (table 3). Positional nystagmus ap- 
their attacks and also in the examination. peared in 3 patients and spontaneous 
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TABLE 3 


PROBABLE NEUROLOGIC DIZZINESS ATTACKS 





Patient 
no. 


Neurologic signs in examination 


52—Memory defect. Grip of left hand and shrugging of left shoulder weak. Transient attacks of 
paresis of the left upper extremity, anesthesia of left side of jaw, and stiffness of tongue. 


Ataxia. Spontaneous rotatory nystagmus. 


54—Walk drunken. Lower extremities spastic. Patellary and achilles reflexes hyperactive and 
abdominal reflexes absent bilaterally. No nystagmus. 

55—Memory defect. Patellary reflexes and abdominal reflexes absent bilaterally. No nystagmus. 

57—Memory defect. Walk drunken. Achilles reflex absent on left. Abdominal reflexes absent bi- 
laterally. Positive Babinski sign bilaterally. No nystagmus. 

70--Memory defect. The abdominal reflexes absent bilaterally. Blind walk ataxic. Ataxia. No 


nystagmus. 


85—Left angle of mouth droops. Abdominal reflexes absent bilaterally. Positive Babinski sign on 


left. Ataxia. Positional nystagmus, type 2. 


87—Memory defect. Speech stiff. Corneal reflex absent bilaterally. Abdominal reflexes absent bi- 
laterally. Walk unsure. Loss of associated swinging of arms in walking. General rigidity. 


Severe ataxia. Positional nystagmus, type 2, 


vertical. 


88—Right angle of mouth droops. Abdominal reflexes absent bilaterally. Marche a petits pas. Gen- 
eral rigidity. Severe ataxia. Positional nystagmus, type 2. 


94—Memory defect. Abdominal reflexes absent 
95—Abdominal reflexes absent bilaterally. Blind 


bilaterally. Blind walk unsteady. No nystagmus. 
walk drunken. No nystagmus. 





nystagmus in one. Postural dizziness re- 
mained in 7 patients after the attack. 
During the control period, one patient in 
this group had apoplexy and one had 
transient paresis of the limbs. 

Comment. The dizziness attacks de- 
scribed in table 3 are not related to symp- 
toms from the ears or other neurologic 
symptoms which aid localization. Lindsay 
calls such attacks of dizziness pseudo- 
Meniére syndrome.**-** According to 
Lindsay, about one-half of the pseudo- 
Meniére patients belong to the hypoten- 
sion group, and, in the other half, the 
cause is hypertension, arteriosclerosis, or 
a toxic factor. He believes the origin is 
probably in the central vestibular appara- 
tus*® and, in hypertension and arterio- 
sclerosis, the result of occlusion of a small 
artery.?* 

Davis thinks these types of dizziness 
in the aged are “results from cervical 
nerve root irritation due to hypertrophic 
arthritis, or to traumatic or postural 
strain of the cervical spine.”** In_ his 


subjects, however, there were no symp- 
toms of intracranial diseases or arterio- 
sclerosis. 


In our study, we found that all the 
patients in this group had neurologic 
signs which were probably caused by 
cerebral arteriosclerosis. As mentioned 
previously, Alvarez attaches special im- 
portance to those  attacks—dizziness 
attacks among others—in which no clear 
neurologic symptoms are noticed during 
the attack, but which later show symp- 
toms of cerebral arteriosclerosis.*:* Since 
the clinical picture of this group of at- 
tacks is the same as that of clear neuro- 
logic dizziness attacks, and since cerebral 
signs also appear in all of these patients 
during examination, probably these at- 
tacks have been central and also vascular 
in nature. 


MENTERE’S DISEASE 

A diagnosis of Meniére’s disease is made 
when a patient has paroxysmal vertigo 
attacks with tinnitus which becomes 
worse during the attacks, and with a per- 
ceptible hearing loss. In the 5 patients 
with this condition, the disease had lasted 
for four, fifteen, twenty-eight, thirty, and 
thirty-five years. In addition to this dis- 
ease, Which was slight in all 5 patients, 
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postural dizziness appeared in 4 during 
recent years, obviously unrelated to the 
first condition. One patient had a neuro- 
logic dizziness attack. 

Comment. In our material, Meniére’s 
disease occurred in 11 per cent of the 45 
patients suffering from dizziness attacks, 
and in 4.5 per cent of the entire group of 
112 patients suffering from dizziness. 


CHRONIC OTITIS MEDIA COMPLICATED 
BY LABYRINTHITIS 


The two patients with otitis media com- 
plicated by labyrinthitis had a typical 
severe vertigo and vomiting attack with 
loss of hearing. During their attacks, both 
patients were in the care of an otologist, 
and current otologic findings also sup- 
port the diagnosis. Before his otologic 
attack, one of the patients had had the 
usual postural dizziness of the aged, 
which is still evident. And the other sub- 
ject, who had had labyrinthitis several 
years before, had severe diabetes, nephro- 
sclerosis, and symptoms of severe cere- 
bral arteriosclerosis, which obviously 
play a major role in his current continued 
dizziness. 


LABYRINTHINE VASCULAR ACCIDENT 


The one patient with this condition had 
felt a sudden, sharp snap in his right ear 
six weeks before the examination. After 
this episode, there was a moment of 
hyperacusis before the ear became deaf, 
leaving a persistent nonvertiginous equi- 
librium disturbance, which remained se- 
vere for four weeks. The examination re- 
vealed a nervous type of deafness in the 
right ear, but, calorically, the ear reacted 
normally. There was no nystagmus. The 
patient’s hearing gradually improved 
during the three months’ control period, 
but he still suffers from continued diz- 
ziness. 

Comment. The apoplectic onset sug- 
gests some type of vascular accident. 
Since a definite improvement was ob- 
served in the auditory function during 
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the control period, the damage cannot 
be completely irreversible. Thus, one 
possible cause of the attack may be the 
labyrinthine angiospastic disease shown 
by Hilger and Goltz.*° 

DIZZINESS ATTACK IN CONNECTION WITH 
ANGINA PECTORIS 

Among the 17 angina pectoris patients 
in the study of postural dizziness,’ 8 
seemed to be more sensitive to postural 
dizziness because of angina pectoris. In 
addition to the postural dizziness, during 
the angina pectoris attacks, the 3 patients 
suffered equilibrium disturbances severe 
enough to be called dizziness attacks. The 
patients considered these attacks more 
important than the simultaneous angina 
pectoris pain. During exertion, 2 patients 
regularly had indefinite fainting together 
with angina pectoris. Rest and nitroglyc- 
erin helped both the angina pectoris 
and the dizziness. The third patient had 
genuine vertigo attacks in connection 
with nocturnal angina pectoris. Nitro- 
glycerin also helped his angina pectoris 
and vertigo. All three patients also had 
the usual postural dizziness. 

Comment. Apparently angina pectoris 
is quite influential in causing dizziness, 
since, of the 17 angina pectoris patients in 
the dizziness group, angina provoked 
dizziness in 8, and quite severe dizzi- 
ness attacks in 3. Even syncope attacks 
appear with angina pectoris*’-** and 
Windirsch reports 4+ patients in whom 
typical Meniére attacks were attended 
by angina pectoris.** Obviously, lighter 
dizziness is also not uncommon. The 
mechanism of the phenomenon is not en- 
tirely clear. Possibly the pain and anx- 
iety of angina pectoris may “cause” 
indefinite feelings of dizziness. The pain, 
at least, was so slight in all of our cases 
that it can hardly play any part in the 
etiology of the symptom. More likely, 
angina pectoris is accompanied by an in- 
adequate cardiac output,*’*! which was 
recently proved to be an important cause 
of some cerebral circulatory disturb- 




















ances.*#:1514.15.18 Hypersensitivity of the 
vagal or depressor reflexes,*? or reflexes 
arising from an ischemic myocardium,*' 
may also contribute to dizziness attacks. 
Neuberger reports that about 60 per cent 
of the typical Meniére patients examined 
by him had functional or organic disturb- 
ances of the coronary circulation which 
he believes has some pathologic influence 
on labyrinthine blood circulation."* 


DIZZINESS ATTACK AFFILIATED WITH 
CARDIAC ARRHYTHMIAS 


The dizziness attacks of two patients 
proved to be syncope attacks lasting for 
a few minutes. In the beginning of the 
attack, both patients had a giddy sensa- 
tion before unconsciousness and the eyes 
of one patient deviated during uncon- 
sciousness. Neither had any convulsions. 
After regaining consciousness, both were 
quickly restored. 

The examination revealed a complete 
heart block in | patient. The ventricular 
rate was 30 per minute. Her attacks were 
those of Adams-Stokes syndrome. Pro- 
longed auriculoventricular conduction 
time and bundle-branch block were dis- 
covered in the other patient, who had 
formerly had a heart infarct. Possibly 
he also had occasional complete heart 
blocks, causing his syncopes.** Both pa- 
tients occasionally had lighter attacks 
without complete loss of consciousness. 
Otherwise they had no postural or other 
forms of dizziness. 

“LARYNGEAL VERTIGO” 

The one patient with this condition was 
a stout, 68-year-old man who had suf- 
fered for thirty years from hard cough- 
ing and shortness of breath when walk- 
ing to work in the morning. In connec- 
tion with this he had regularly had diz- 
ziness of about thirty minutes’ duration. 
He had no other dizziness. The examina- 
tion showed slight hypertension, heart 
failure, and pulmonary stasis—conditions 
which explain the coughing—as well as 








the slight symptoms of cerebral arterio- 
sclerosis. 

Comment. Such dizziness attacks 
which come in connection with coughing 
are called “laryngeal vertigo.” The name 
“tussive syncope,” which has also been 
used, would undoubtedly be better. 
Genuine vertigo does not belong to this 
symptom, nor does it have anything to do 
with the larynx. McCann and associates 
have studied such a patient by catheteri- 
zation of the heart and concluded that 
“both the Valsalva maneuver and parox- 
ysmal coughing were found to impede 
venous return, pulmonary circulation, 
and decrease cardiac output.”*’ These 
changes in blood circulation, caused by 
an increase in intrathoracic pressure be- 
cause of coughing, result at first in cere- 
bral congestion, which may produce a 
feeling of dizziness, and, after it, lower- 
ing of the cardiac output causes the fall in 
arterial pressure and loss of conscious- 
ness.** Cerebral arteriosclerosis probably 
makes a person even more sensitive to 
such changes in blood circulation in the 
brain. 


POSTINFECTIONAL DIZZINESS ATTACKS 


Five patients had upper respiratory in- 
fections, and of these one had maxillary 
sinusitis. Another had a dizziness attack 
during the infection and the others im- 
mediately thereafter. In all 5 patients, 
dizziness attacks were light. Only one 
had vertigo, none had nausea or vomit- 
ing, and, in all, the actual dizziness attack 
lasted less than one hour. Four patients 
had longlasting postural dizziness which 
started with the infectional attack, and 
the earlier postural dizziness of the fifth 
patient became more severe. The postur- 
al dizziness of 4 patients was also of 
vertigo type. During the control period 
of one to two years after the attack, 
postural dizziness completely disappeared 
in one patient, clearly abated in 2, and 
remained unchanged in 2. In the ex- 
amination of the latter, sinusitis was 
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found in one and positional nystagmus in 
both. The otologic findings from all 
these patients were otherwise normal. 

Comment. These dizziness attacks are 
similar to neurologic dizziness attacks 
in many respects, although much lighter. 
The striking features are the postural 
character of the dizziness and the ap- 
pearance of positional nystagmus. Ob- 
viously the pathogenesis of such postin- 
fectional dizziness has not been com- 
pletely explained. Fremel** believes the 
cause is central, as does Lindsay,?*:** who 
thinks a central etiology of postinfec- 
tional Meniére syndrome most probable. 
In the many “vertigo epidemica” cases 
presented by Winther,*® the symptoms 
of his patients seemed to resemble the 
clinical picture of the cases discussed 
here. And many times these symptoms 
appeared during or after an infectious 
disease. The “vertigo epidemica” disease 
is regarded as encephalitis of the brain 
stem.*’*! Postinfectional Meniére syn- 
drome is also thought to be an isolated 
form of encephalitis epidemica.** In so- 
called “vestibular neuronitis,’ dizziness 
appears as an attack without symptoms 
of cochlea. Dix and Hallpike** and Lat- 
ter’ feel that either preceding or focal 
infection plays an important role in the 
etiology of vestibular neuronitis. The 
lesion is thought to occur in the periph- 
eral nervous pathways of the vestibular 
apparatus or in the vestibular nucleus of 
the brain stem.** 


POXIC DIZZINESS ATTACKS 


One of the 2 patients with this condition 
had a severe vertigo and vomiting attack 
in connection with carbon monoxide 
poisoning. Independent of this, he had 
the usual postural dizziness both before 
and after the poisoning. 

From his broad clinical study, Lumio 
concluded that vestibular symptoms are 
very often connected with carbon mon- 
oxide poisoning.'* 

The other patient had a dizziness at- 
tack after taking 30 gr. streptomycin 
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and had the usual postural dizziness after 
the attack. Pronounced symptoms of 
cerebral arteriosclerosis were also found 
in the examination. 


AGORAPHOBIA 


The one patient in this category had at- 
tacks of insecurity and dizziness when 
crossing the street, and, after a slight 
streetcar accident, when riding in an 
automobile or streetcar. Since her youth, 
she had suffered from agoraphobia and 
her present dizziness attacks are probably 
caused by the same psychic mechanism. 
She had no other forms of dizziness. 


VOMITING ATTACKS 
One patient’s dizziness attacks proved to 
be periodically recurring spells of nausea 
and vomiting. The examination showed 
that the obvious cause of this condition 
was chronic cholecystitis. No other form 
of dizziness was evident. 


DIZZINESS ATTACK AFTER HEAD INJURY 


After suffering a concussion, one patient 
had severe postural dizziness. The exami- 
nation showed nothing abnormal oto- 
logically, but there were cerebral neuro- 
logic symptoms suggestive of arterio- 
sclerosis. There were two others in this 
series who thought their usual postural 
dizziness originated with a head injury. 
One had had a concussion and the other 
an excoriation under the eye with no 
cerebral symptoms. Their case histories, 
however, revealed that they had not com- 
plained of dizziness after the accident, 
and their otologic status had been normal. 
Although Cawthorne* has suggested that 
even slight traumas may be a cause in 
positional vertigo, in these patients the 
association seems equivocal. Both patients 
had strong symptoms of cerebral arterio- 
sclerosis and clear symptoms of a com- 
pensation neurosis. 

Comment. Since postural dizziness is 
common in older people, it is understand- 
able why some persons connect their 

















TABLE 4 


CONTINUOUS DIZZINESS 





Patient 
no. Neurologic signs found in examination 


66—Memory defect. Obvious intellectual impairment. Blind walk unsteady. Positional nystagmus, 
type 2. 

67—Memory defect. Face masklike, rigid. Speech slow and unclear. Salivation increased. Severe 
tremor in head and hands. Pronounced ataxia. Attacks in which tongue becomes stiff and 
speech more difficult. No nystagmus. 

71—Memory defect. Blind walk drunken. Severe tremor in hands. Ataxia. Transient attacks of 
confusion and loss of memory. Positional nystagmus, type 2. 

78—Obvious intellectual impairment. Left angle of mouth droops. Patellary and achilles reflexes 
hyperactive bilaterally. Abdominal reflex absent on right. Positive Babinski sign on right. 
Positional nystagmus, type 2, vertical. 

—Memory defect. Walk drunken. Patellary, achilles, and abdominal reflexes absent bilater- 
ally. Positive Babinski sign bilaterally. Severe tremor in hands. Ataxia. No nystagmus. 
103—Corneal sensitivity decreased bilaterally. Tongue deviates to left. Patellary and achilles re- 

flexes hyperactive bilaterally. Positional nystagmus, type 2. 
104—Blind walk drunken. Speech slow. The tongue deviates to right. Left homonymous hemi- 
anopsia. No nystagmus. 





dizziness with, for example, an earlier one with labyrinthine vascular accident, 
head injury, although no causal relation displayed cerebral neurologic symptoms 
exists. in the examinations (table 4). Positional 
nystagmus appeared in 4 patients. 

Comment. Most of the patients of this 
This form of dizziness is a continuous group were in poor physical condition. 
equilibrium disturbance independent of | Many had severe ataxia and tremors and 
motions or positions. In the group of 112. poor psychic activity. Apparently such 
patients suffering from dizziness, this continuous dizziness occurs in patients 
type appeared in only 8 patients. In 5 with extensive diffuse brain lesions, either 
of these, positions and movements ag- degenerative or arteriosclerotic. 
gravated the dizziness. Two patients had 
had dizziness attacks—neurologic in I pa- patient Department, Socictas Gerontologica 
tient and a labyrinthine vascular accident — Fennica. This study was supported by grants 
in the other. All the others, except the from Societas Gerontologica Fennica. 


Continuous Dizziness 


From the Research Center for the Aged, Out- 
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SYMPOSIUM 


Psychiatric aspects of aging 


FOREWORD 


® The rapidly growing medical, social, and economic problems 
associated with longevity are self-evident, and the increasing fre- 
quency of conferences and papers devoted to the subject further 
attests to our concern in this vital area where effective measures 
are still largely wanting. 

Preventive medicine, public health laws, sanitary engineering, 
immunization, and antibiotics have all but eliminated contagious 
disease as a major cause of human misery and suffering. Now the 
introduction of ataraxics and other drugs which produce specific 
localized effects in the central nervous system, and the further 
refinement of our psychodynamic theories and psychotherapeutic 
technics hold promise of a dramatic break through the mental 
health front in the foreseeable future. 

The fruitless, traditional dichotomies of structural and func- 
tional etiology have little if any value during the later years of 
life. Both factors play important roles, and their interrelation defies 
meaningful, independent definition. The following symposium 
on the “Psychiatric Aspects of Aging” completes the presentation 
of a comprehensive Conference on Aging held at the Galesburg 
State Research Hospital, May 5, 1956. The first part on “The 
Physiologic Aspects of Aging” was published in the January 
issue of Geriatrics. 

We are grateful to our distinguished panel of participants 
for their valuable contributions which assured the success of the 
Conference and increased our knowledge materially. 


Tuomas T. TourLentes, M.D. 
Galesburg State Research Hospital 
Galesburg, Illinois 
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SYMPOSIUM: Psychiatric Aspects of Aging 


Definition of the geriatric patient 


KURT WOLFF, M.D. 


OSAWATOMLIE, 


@ The increasing number of geriatric 
patients has created a great problem 
within the mental hospitals. For exam- 
ple, during 1955, over 33 per cent of all 
admissions to Osawatomie State Hospital 
in Kansas were over 65 vears of age. 
Many of these patients were retained 
after the ninety-day observation period, 
therefore, more than 40 per cent of all 
the inmates of the hospital are geriatric 
patients. 

According to Lawrence Kolb, the 
number of persons over 65 in the United 
States increased 57.5 per cent from 1936 
to 1951, and the number of first admis- 
sions of persons 65 and over to state 
mental hospitals increased 95.3 per cent. 
Using statistical materials, Bettag and his 
associates predict that in the year 2000, 
67 per cent of the patients in state hos- 
pitals and 13.2 per cent of the national 
population will be over 65. 


Psychiatric Aspects 
Once we recognize the importance of 
this problem, we cannot remain indif- 
ferent to prevention, treatment, and re- 
habilitation of mental illness in the 
geriatric patient. In our psychiatry text- 
books, we can study the symptoms of 
chronic brain syndrome associated with 
cerebral arteriosclerosis or senility, but 
we find only a few sentences regarding 


KURT WOLFF, a fellow of the Menninger Foun- 
dation, is chief of the Geriatric Section, Osa- 
watomie State Hospital, Osawatomie, Kansas. 
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The geriatric patient represents a 
psychologic and biologic entity as 
well as a sociologic problem. The 
psychologic factors stem from decline 
of intellectual faculties and lack of 
emotional equilibrium; the biologic 
factors from chronic brain damage 
and other organic disturbances. To 
resolve the problems of the geriatric 
patient, collaboration of pathologists, 
psychologists, internists, physiologists, 
and psychiatrists is urgent and neces- 
sary. 


therapy. On the other hand, some well- 
known textbooks on geriatrics give an 
excellent account of the somatic side of 
the problem.** This, however, is further 
complicated by the indifference shown 
by most psychiatrists. Many still believe 
that extremely little can be done for 
the geriatric patient either in or outside 
mental institutions. They think only in 
terms of custodial care and recommend 
somatic therapy for the specific ailments 
of old age. 

A paper by Maxwell Gitelson, pub- 
lished in 1948, was the beginning of a 
new orientation in modern psychiatry.” 
Gitelson attributes six different patterns 
of adjustment to old age: 

e A decreased memory for recent events—a 

turning away from the painfulness of the 

present. 


eA sharpening of memory for the past, 
especially for times when life was successful. 











eA more self-assertive attitude as compen- 
sation for insecurity. 


e A mild depression caused by isolation and 
the feeling of loneliness. 

e Introversion and increased sensitivity with 
querulous and paranoid attitudes. 

eA free floating anxiety caused by death 
among the same age group, especially when 
relatives are involved. 


Emotional Needs of the Elderly 
In recent years, such well-known psy- 
chiatrists as Martin Gumpert, Alvin I. 
Goldfarb, Joost A.M. Meerloo, Martin 
Roth, and Maurice E. Linden have con- 
tributed considerably to a better under- 
standing of the emotional needs of the 
geriatric patient.®"° 

Linden compares the attitudes of the 
child and the elderly adult.'° The child 
is a fundamentally dependent person 
getting acquainted with independence, 
which appears desirable but full of 
danger. He makes progressive efforts 
toward mastery of his helplessness. The 
aged person, on the other hand, has gone 
through this state of independence, but 
his self-sufficiency has become seriously 
threatened by decreasing effectiveness 
and by progressive breakdown of his de- 
fenses. He is thrown into a state of hos- 
tile dependency, clings tenaciously to 
support, and again becomes dependent. 

The child emerges from isolation and 
helplessness and renounces his private 
striving to please society or the family. 
The older person likes to participate in 
everything belonging to society, but 
society shows a hostile and_ rejecting 
attitude and neglects him. The child has 
unlimited energy, great ambition, and 
psychic elasticity which helps to keep 
him from being hurt, and he reaches out 
for the future. The aged person finds his 
supply of energy diminishing. He fears 
the future, is blind to reality, and finds 
himself in a continuous state of dis- 
illusionment. He no longer believes in 
a world of love and peace, and loses in- 
terest in accomplishment. 





Meerloo defines the geriatric patient 
as one who does not, and cannot, accept 
the reality of being mortal.§ His in- 
somnia represents fear of death and 
senile claustrophobia means escape and 
a pact with death. Meerloo considers 
old age as a traumatic neurosis with con- 
tinuing trauma. The old person becomes 
more self-absorbed and tests his vital 
functions continuously. Diminishing of 
heart function symbolizes loss of love. 

I have observed that many geriatric 
patients have distinct ambivalent feelings 
toward life and death. They often want 
to die, believing they have nothing to 
live for. They wish for cessation of their 
physical and mental preoccupations, but, 
when they feel the hour may be near, 
become disturbed and afraid. They cling 
to others and want them near at all 
times. They especially fear the dark and 
request that the light be kept on all 
night. They may turn more toward re- 
ligion, go to church often, confess 
themselves, and ask for their sins to be 
forgiven. Religion gives them emotional 
support and tends to relieve them from 
the fear that everything will soon come 
to an end. 

Many geriatric patients believe they 
had a bad deal in regard to marriage and 
love. They not only deny their sexual 
impotency in a rather unrealistic way, 
but occasionally get emotionally inter- 
ested in very young persons, in the be- 
lief that they, the very young, are less 
of a threat to them. 

We must not regard erotic and sexual 
feelings in the geriatric patient as un- 
natural or pathologic, for they are not. 
Sexual interest may be present even in 
psychotic and confused patients. Mod- 
ern civilization does not appreciate love 
in old age and laymen prefer to laugh at 
it, but it is a problem to be kept in mind, 
for it is an urgent one. Denial of libid- 
inous feelings is as dangerous in old 
age as in youth, for libido often has no 
correlation with decrease in gonadal 
function. Sublimation of the libidinous 
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impulses in old age can be used for 
treatment and prevention; and patience 
and empathy on the part of the therapist 
may make the difference between a cure 
or a failure in treatment. 


Intellectual Changes 


The intellectual changes in these patients 
were studied by Miles,"' who found that 
imagination seems to be ageless, and that 
verbal associations, interpretations of 
meaning, and recognition of relation- 
ships show less tendency to decline with 
age than do speed, organization, recall of 
unfamiliar material, and difficult logical 
procedures. Other workers, using the 
Wechsler-Bellevue and the Babcock 
tests for measurement of deterioration in 
psychotics, came to the same general 
conclusion.'*'* The total intelligence 
quotient scores show a progressive de- 
cline with advancing age, especially 
after 40. Wechsler points out that the 
curves show a parallelism between loss 
of brain weight and decline of ability 
with age. Gitelson and Gilbert believe 
that motivation to keep healthy, mentally 
and physically, is a very important 
factor guarding against intellectual de- 
cline. 


Personality Patterns 
Familiarity with the histories of geriatric 
patients will show that the emotional 
changes of aging are dependent upon the 
life pattern of the individual. The per- 
son who has always had emotional 
equilibrium will tend to retain it in old 
age. The person who has had only 
superficial control of his aggressive and 
destructive drives will suffer more emo- 
tional disturbance when the powers of 
control break down in old age. Common 
stresses of old age include economic de- 
pendency, lack of security, decrease of 
family affection, loss of respect and rec- 
ognition, sexual frustration, and blows 
to self-esteem. The life pattern of the 
individual will be important in deter- 
mining whether his reaction to stress 
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will be withdrawal, suspicion, — irri- 
tability, hostility, depression, and rage, 
or one of the more adaptive defenses. 

Interpersonal relationships suffer as a 
result of manifold stress. While this dif- 
ficulty is probably experienced to some 
extent by all elderly people, it is exag- 
gerated by pathologic conditions. An 
additional variable is the cultural attitude 
toward the elderly. In Asia, parents and 
grandparents are treated with special re- 
spect and veneration. In our culture, 
ability to produce often decides the per- 
son’s status, and the older person may be 
considered useless and a burden when 
he is no longer productive. 

Although individual diagnoses vary, 
as with most psychiatric populations, the 
majority of geriatric patients display a 
number of identical symptoms resulting 
from brain damage. They are disoriented 
in one or more spheres; they show 
memory defects for recent events; their 
vocabulary, general information, and 
power of calculation are decreased; they 
show defective judgment and emotional 
lability; they perform less efficiently; 
and they find it harder to relinquish old 
habits. The projective tests reveal a de- 
cline in emotional flexibility and control, 
and impaired social adaptability. 


Differentiation of Psychologic 

and Biologic Factors 
The geriatric patient must therefore be 
considered as a psychologic, biologic, 
and social entity. Physically, there is no 
organ which is not more or less weak- 
ened with aging or which does not show 
partial or complete pathologic changes. 
Most of these patients have more or less 
general arteriosclerosis, not always ac- 
companied by cerebral arteriosclerosis. 
The chronic brain syndromes associated 
with cerebral arteriosclerosis and those 
associated with senility have very dif- 
ferent clinical pictures and should be dif- 
ferentiated from each other. 

Arteriosclerosis of the circle of Willis 
is the pathologic background of cerebral 














arteriosclerosis, while senile plaques are 
prevalent in senility. In cerebral arterio- 
sclerosis, there is often a history of a 
cardiovascular accident prior to  hos- 
pitalization, with symptoms of head- 
ache, dizziness, and noise in the ear. 
Cerebral arteriosclerosis is inclined to 
spontaneous remissions, especially when 
the acute episode was caused by a cere- 
bral thrombosis. On the other hand, the 
chronic brain syndrome associated with 
senility belongs to the higher age group, 
does not have these specific symptoms, 
and frequently grows progressively 
worse. 

The social problems of aging are an 
outgrowth of modern civilization. The 
work-a-day world requires maximum ef- 
fort, a compulsive work attitude, and 
does not permit enough leisure or recre- 
ation. In many occupations, a forced re- 
tirement at 65 means a sudden arrest of 
many physical and mental functions, 
which have kept the person active and 
alive. Life no longer carries pride of ful- 
fillment and satisfaction in work well 
done. The feeling of being a burden, 
useless, and rejected by friends and so- 
ciety is frequently the beginning of too 
excessive preoccupation with body or- 
gans and functions. These organs, which 
may be already weakened, now function 
poorly or lose resistance to infections. 
When life no longer holds promise, 
there is no resistance, no immunity, no 
improvement, and no cure. As long as 
there is hope and goal fulfillment, there 
is health and well-being. 


Prevention and Treatment 

of Mental Illness 
[he geriatric patient presents a three- 
fold problem of prevention, treatment, 
and rehabilitation. This problem cannot 
be solved by institutes of gerontology 
which emphasize only the somatic side. 
Surely we need to know more about the 
atrophy and decreasing function of the 
glands of internal secretion, more about 
the etiology of arteriosclerosis, and more 





about the pathologic changes of the 
brain itself. We must study the origin 
of senile plaques and cortical atrophy in 
presenile psychosis. 

We do not know enough about the 
cause of cerebral thrombosis and cere- 
bral hemorrhage. Much remains to be 
learned about the metabolism of the 
brain and the spinal fluid, particularly 
regarding the etiology and consequences 
of anoxia of the brain. We need to know 
more about the adrenalin content of the 
blood, the glucose level, their alterations 
in nervous tissue, and their relationship 
to the function of the central nervous 
system.'® Once we know more about 
these interrelationships, we may find 
more adequate means of prevention. 

It is difficult to predict just what 
these means of prevention will be. Our 
observations regarding the degree of 
damage to the circulatory and nervous 
system by nicotine, alcohol, and other 
poisons, are not only changeable, but 
frequently contradictory. 

Perhaps we shall find that cerebral 
anoxia has a psychosomatic background, 
not unlike that of essential hypertension. 
Grinker says it is caused by emotional 
conflicts and inhibited rage.'* Heyer feels 
that modern men tend to think too much, 
causing spasms of the circulatory system 
which are conducive to cerebral anoxia. 
Schultze’s observations on relaxation and 
rhythmic respiration may contribute to 
new research methods and give us new 
possibilities of treatment.'® Dietary 
studies may open new horizons still un- 
known in our time. 


Proper Care of the 

Geriatric Patient 
At the present, all mental institutions 
are overcrowded with geriatric patients 
who do not actually belong there. 
Mental hospitals should restrict their 
care of geriatric patients to those in need 
of psychiatric treatment. Older patients 
suffering from chronic brain syndrome 
associated with cerebral arteriosclerosis 
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or senility, or from any other form of 
organic brain syndrome should be hos- 
pitalized in mental hospitals only when 
they show a psychotic or severe be- 
havioral reaction. Patients with a diag- 
nosis of chronic brain syndrome asso- 
ciated with senility, without psychotic 
reaction, with progressive deterioration, 
should be treated by the general practi- 
tioner at home or in a general hospital. 

Since these patients are often restless 
and incontinent, wander at night, and fre- 
quently present feeding problems, they 
are considered a burden for the general 
hospital and nursing home. As the num- 
ber of these patients is increasing, a solu- 
tion for their cure must be found out- 
side mental hospitals. Perhaps this can 
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general hospitals and nursing homes un- 
der the supervision of psychiatrists with 
special understanding of geriatric pa- 
tients. Possibly greater knowledge and 
use of drug therapy will make it possi- 
ble for the geriatric patient to stay out- 
side mental institutions. 

Greater use could be made of out- 
patient departments to decrease over- 
crowding of mental hospitals. There 
should be more stress on prevention than 
on treatment. Perhaps if we create more 
day centers, such as those in New York, 
where old people meet for recreation 
and entertainment and where they have 
an opportunity to talk to psychiatric 
social workers about their problems, it 
will pave the way for group psycho- 
therapy on an outpatient basis. 


ENCES 

12: GILBERT, J. G.010) neers old age. New York: 
The Ron: ald Press Co., 195 

13. WECHSLER, D.: The measurement of adult intelli 
gence. Baltimore: The Williams & Wilkins Co., 1944. 

14. propy, M. B.: A survey of the results of intelligence 
tests in psychoses. Brit. J. M. Psychol. 19: 215, 1943 

15. RAPAPORT, D.: Diagnostic psychological testing. Vol 
I. Chicago: Year Book. Publishers, Inc., 1945. 

16. HIMWICH, H. E.: Brain metabolism and cerebral dis 
orders. Baltimore: The Williams & Wilkins Co., 
951. 

17. GRINKER, R. R., and F. P, ROBBINS: Psychosomatic case 
book. New York: Blakiston, 1954. 

18. NEYER, G. &.: Menschen In Not. Stuttgart: Hippo 


krates Verlag, 
9. SCHULTZE, J. 11.: 
Theime, 1932 
. HIMWICH, H. E., K. 


1952. 


Das Autogene Training. Leipzig: 


WOLFF, A. L. HHUNSICKER, and 


WwW. A. HWIMWICH: Some behavioral effects associated 
with feeding sodium a amate to patients with 
psychiatric disorders. J. Nerv. & Ment. Dis. 121 
40-49, 1955. 

21. WoLFF, K.: Treatment of the geriatric patient in 4 
mental hospital. J. Am. Geriatrics Soc. 4: 472-476. 
1956 

?2, WOLFF, K.: Group psychotherapy with geriatric pa 
tients in a mental hospital. Am. Geriatrics Soc 
In press 














Hospitalization of persons over 65 


in Illinois state mental hospitals 


OTTO L. BETTAG, M.D. 


CHICAGO, ILLINOIS 


®@ The load imposed on the Illinois Men- 
tal Health Service structure by Illinois’ 
aging and aged citizens has increased 
steadily for many years and continues 
to increase. 

There are now more than four times 
as many people over 60 in Illinois than 
there were in 1900—800,000 in 1955 
against 191,000 in 1900. This reflects 
the increase in average life expectancy 
since the turn of the century. In 1900, 
average life expectancy was only 48 
years; now it is 68.7 years. The increase 
in elderly people among our state popu- 
lation has been rapid, but the increase 
of elderly patients in our state mental 
hospitals has been even more rapid. 

Since 1920, the number of peop!e over 
65 in Illinois has increased two and one- 
half times, but the number of patients 
over 65 in our state mental hospitals has 
increased four times in the same period. 
Not only is the number of elderly per- 
sons growing, but a higher percentage 
of these people are relying upon the 
state for terminal care. 

As of January 1, 1955, nearly one- 
third of all patients in Illinois mental 
hospitals were 65 or older—12,166 pa- 
tients over 65 in a hospital population of 
41,135. Of these, approximately one- 
half were admitted while still under 65 
and approximately one-half were ad- 
mitted after reaching the age of 65. 


orro L. BETrAG is director of the Illinois Depart- 
ment of Public Welfare, Chicago. 





The geriatric population in Illinois 
has increased rapidly, but the growth 
in the number of elderly patients in 
the state mental hospitals has been 
even more rapid. With an increased 
life expectancy and the tendency of 
families to depend on state care for 
their elderly members, there is little 
hope this burden will be lightened. 


Patients who enter before 65, but who 
live on in our hospitals until after that 
age, constitute a much heavier burden 
than those who enter after 65, because 
of the difference in life expectancy. This 
is illustrated by the group of patients 
who have now been on our hospital 
books continuously for twenty years or 
longer. Of those in this group who are 
now over 65, 98.5 per cent entered be- 
fore 65, and only 1.5 per cent entered 
after 65. 

Schizophrenia constitutes the core of 
the problem created by those who enter 
at relatively early ages and who live on 
to swell the total of patients over 65. 
Schizophrenic patients comprise only 
about one-fifth of an average year’s new 
admissions, yet they regularly constitute 
nearly one-half, or 48.8 per cent, of the 
total hospital population. Of all schizo- 
phrenic patients, 98.7 per cent are ad- 
mitted before the age of 65. Of the hos- 
pital patients with twenty years’ resi- 
dence or more, 72.1 per cent are schizo- 
phrenic. 
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Arteriosclerotic and senile patients 
constitute the larger part of the remain- 
ing geriatric population in our hospitals. 
But since patients with these diseases 
usually enter the hospitals at an advanced 
age, their life expectancy is short and 
their hospital stay is not long compared 
with the probable stay of a young 
schizophrenic patient. As of January 1, 
1955, 39.8 per cent of all patients on 
the hospital books who were admitted 
after 65 were diagnosed as arteriosclerot- 
ic and 36 per cent as senile. Thus, 75.8 
per cent of all patients admitted after 
65 belongs to one of these two categories. 
Only one patient in five in these groups 
will be discharged from our hospitals 





alive. The other four will end their days 
under state care. 

Since 1940, admission of patients over 
65 to our mental hospitals has increased 
by almost 50 per cent. The growing 
state population, the increasing life ex- 
pectancy of our citizens, and the appar- 
ent tendency of an increasing number 
of Illinois families to relegate the care 
of their aging and aged member to the 
state justifies the conclusion that the 
burden imposed on state resources by 
aged citizens will continue to grow. And 
this conclusion raises another question as 
to whether the I]linois State Mental Hos- 
pitals are destined to become homes for 
the aged. 


THE BEST PROTECTION against late vascular complications of diabetes is 
afforded by careful control of this metabolic disorder. A greater num- 
ber of late lesions and more instances of inadequate medical control are 
found in patients on a free diet than in patients on the classic diabetic 
diet. The presence of retinopathy and albuminuria appears to be the 
only suitable criterion of effectiveness of treatment. The treatment 
prescribed, rather than the duration of diabetes, seems to be the most 
important factor, but retinopathy and albuminuria are not evident 
before puberty, and are seldom present when the patient has had 
diabetes less than five vears. Albuminuria and severe retinopathy 
usually, but not necessarily, occur together. When diabetes has been 
present for fifteen or more vears, retinopathy or albuminuria is found 
in 60 to 70 per cent of patients on the classic diabetic diet, and in 
approximately 90 per cent of patients on a free diet without sugar. 

The age at the onset of diabetes has no influence on the incidence 
of retinopathy, but patients with an onset between 20 and 30 seem to 
develop nephropathy less frequently than other patients. 

Peripheral vascular lesions are more common in obese diabetics, 
probably because of increased circulatory demands. Obesity must be 
avoided; a normal or subnormal weight is probably best. 


4. P. skouBY: Vascular lesions in diabetics with a special reference to the influ- 
ence of treatment. Acta medica scandinav. 155 (Suppl. 317): 1-46, 1956. 
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syMpostuM: Psychiatric Aspects of Aging 


Effects of social attitudes on 


the mental health of the aging 


MAURICE E. 


PHILADELPHIA, 


® I wonder whether you grew up, as 
did I, with a mental picture of growing 
older based upon a famous painting of 
an elderly man pointing out the details 
on a model sailboat to a preadolescent 
boy. To me, the little sailing vessel was 
the embodiment of the culture, history, 
and lore of mankind. The rapt attention 
and interest skillfully painted in the face 
of the youngster portrayed the hunger 
for learning and eagerness which seemed 
to characterize youth’s anticipation of 
the adventure of growing up. I recall 
that the artist’s skill was able to achieve 
in the man’s expression a look of world- 
liness, of love of life, of delight in past 
performance, and a readiness to give 
freely of an abundance of experiences. 

To me, this sentimental scene sym- 
bolized the passing of the torch of hu- 
man civilization from generation to gen- 
eration. I looked upon the pictorial mes- 
sage not as the mere process of educating 
the naive, but as the deeply warm and 
intensely human relationship between 
the young and the old. The man with 
the sailboat was the symbol of arrival 
into the full bloom of maturity. Here 
was the accumulated wisdom of an in- 


MAURICE E. LINDEN is director, division of men- 
tal health, Department of Public Health, and 
regional director of the Commonwealth Mental 
Health Center in Philadelphia. 


LINDEN, M.D. 


PENNSYLVANIA 


Aging is a common human experi- 
ence, yet our culture, which places 
an exaggerated premium on youth, 
presents emotional maturation with 
handicaps and obstacles in the form 
of a variety of sociologic factors. The 
effects on mental health of the elderly 
are too often calamitous: cultural re- 
jection leading to self-rejection may 
usher in senility. 


quiring mind, filled with a sense of value, 
a comprehension of purpose, and a ca- 
pacity to find meaning in everything 
that nature provides. Here was order 
and care, love and fulfillment. Here was 
mankind risen above its primal and 
chaotic instincts. Here was achievement 
and a tranquil appreciation of man’s 
ever enlarging vistas of reality. 

It seemed entirely right that the little 
boy’s attitude should suggest a feeling 
of awe and envy toward the elder. The 
important point in our mental picture 
is clearly that the elder represented au- 
thority to the boy and that, in the boy’s 
mind, the exploits of the older man’s 
lifetime were little short of glorious and 
heroic. One could readily imagine that, 
as he saw himself thus adored, the man 
must have felt that his was a lifetime of 
accomplishment and this was the mo- 
ment for which he had lived. One could 
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see that, to the youth, the prospect of 
growing up, with the need for accepting 
progressive responsibility, for making in- 
dependent decisions, and for becoming 
authoritative, may well have been ren- 
dered less fearsome when they were re- 
flected from the beneficent face of the 
one who had already lived through the 
trials of achieving maturity. 

It seems to me that the progress of 
mankind has always been contained in 
just such elements of human association 
—everyone’s need to find authority, and 
the need of those who have risen to the 
authoritative position to be heeded and 
respected. 

Yet today those of us who observe 
human striving from the vantage point 
of community welfare planning are 
often moved to inquire whether some 
undesirable change may not be taking 
place in that fundamental interassoci- 
ation between the child and his fore- 
bears. My mental picture of aging has 
received a rude shock. In the place of 
youth inquiring intently into the re- 
pository of knowledge and experience 
that is the ideal elder, I see youth search- 
ing vainly for the authority. Instead of 
the elder happily occupied as a con- 
sultant in living, I too frequently see 
him in situations of abject isolation. In- 
stead of the mature man reaching the 
terminus of life in a_ benign setting 
appropriate for contemplation, _ self- 
appraisal, and the rendering of judg- 
ments as the reigning chief of his tribe, 
I see him too often as the reluctant 
recipient of public charity in the iso- 
lated squalor of an antique rooming 
house, or as a perplexed and befuddled 
shell of a man, dependent upon the nurs- 
ing ministrations of indifferent people 
in some type of home. 

We like to point to an elder states- 
man, an aged artist, an elderly educator, 
or a scientist of advanced maturity and 
say that this is an example of gracious 
maturation; but are we not simultane- 
ously aware that these persons are the 
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exceptions? We occasionally do honor 
to a person whose later years have en- 
riched the lives of others; but, in the 
main, do we not stand by idly while an 
equation is drawn between aging and 
degradation? Granted that never before 
in history have there been so many older 
people, should that fact of itself be a 
valid reason for an increase in human 
suffering? 

I believe we lack a philosophy of 
aging. I believe that we do not prepare 
ourselves in the earlier phases of life for 
the exigencies of later life. We speak 
glibly of the problems of aging; yet, if 
aging is a problem, is it not then part 
and parcel of all human experience? Can 
we set it aside, surround it with boun- 
daries and claim, “They are the aging,” 
while we treat ourselves as something 
separate and apart? 

Aging is a common human experience. 
We have an obligation to ourselves to 
examine the factors intrinsic in the proc- 
ess. And, while we are at it, let us also 
evaluate, even limitedly, some of the 
social elements in the environment of 
human personality growth which im- 
pinge upon it. 

There is good reason to believe that 
many of the socially pervasive attitudes 
toward aging contain a variety of pre- 
conceptions, biases, and errors. Such 
mistakes not only aid in creating a dis- 
agreeable social setting for aging itself, 
but constitute barriers against effective 
treatment systems that could make an 
appreciable mark on social welfare were 
they more widely applied. 

We recognize that the aging person 
himself has, in the course of his lifetime, 
contributed to the cultural atmosphere 
of prejudice against the aged. But it is 
important for us to note that, to a con- 
siderable extent he is also a victim of 
some of the attitudes of that very social 
group of which he was long a member 
before he entered the province of du- 
bious distinction that surrounds our cur- 
rent concept of seniority. 




















Let us look at a few of these attitudes 
in our culture and note their psycho- 
logic implications. 


Loneliness 


There are many social factors which 
expose the aging person to progressive 
isolation. For example, people today are 
younger when they marry, and younger 
when they become parents. Families are 
smaller. Of increasing frequency today 
is the finding of grandmothers and 
grandfathers in their middle 40’s. This 
means, of course, that childrén grow up 
and develop individual families, assum- 
ing their own responsibility as parents, 
while the grand and great-grand elders 
are still relatively young and vigorous. 
Thus, the number of living generations 
is increasing. On the other hand, the 
three-generation home seems rather un- 
common. We are more apt to find two 
types of dwelling units: the two-genera- 
tion home, and the one-generation resi- 
dence of the elders. 

Marriages last considerably longer 
today, on the average, than they did 
before the turn of the century. A study 
in 1890 showed that man and wife could 
expect about thirty-one years of joint 
survival; now they can look forward to 
more than forty-one years together. 
However, in view of the young age at 
marriage and a relative increase in lon- 
gevity, a large number of people become 
widowed in the 60’s. Families are more 
mobile than ever before. As an outcome 
of this, the component members of fami- 
lies tend to become widely separated in 
space. 

Competent authorities report that the 
birth rate in cities is so relatively small 
that municipalities tend not to replenish 
themselves from within. A population 
exchange takes place, because the popu- 
lations of cities tend to be maintained 
through an influx of outsiders. Simul- 
taneously, a large number of people mi- 
grate from the urban to the suburban 
residential areas. 


A consideration of even the few facts 
we just mentioned leads us to the reali- 
zation that the older person, through the 
processes of population dilution and dif- 
fusion, becomes progressively isolated. 
There is a change in the cultural atmos- 
phere of the area in which he grew up, 
a change in the customs, the folkways, 
and the social interplay with which he 
was long familiar. Later in life, he is apt 
to find himself in a strange and alien 
setting, a setting which is no longer 
home to him. We are almost forced to 
conclude that our culture is geared to 
promote isolation of the elder. 

Some of this isolation is not only en- 
vironmentally imposed, but develops 
also out of our cultural tendency to 
place a great value on individual striv- 
ing. Our way of life emphasizes private 
effort, self-dependence, complete inde- 
pendence, and the belief that no goals 
are impossible if enough individual ef- 
fort is invested in the process of attain- 
ing them. Thus the lonely striving that 
is enjoyed by zealous and indomitable 
youth progressively gives way to lone- 
liness in the aging person who no longer 
sees an understandable goal for his striv- 


ing. 


The Future of the Older Person 


It is the nature of our social orientation 
to live for the future. We invest in the 
future; we plan for the future; we look 
to the future. We do not invest in things 
that have no future. In a future-oriented 
society such as ours, we are generally 
inclined to withdraw our interest from 
those people who have a limitation on 
their futures. Neglecting the virtues and 
pleasures to be enjoyed in day-to-day 
living and overlooking the continuing 
possibilities of accomplishment even in 
great age, we are apt to say that the 
older person has no future, and therefore 
we set him aside. 

One of the guiding motives of our 
lives is pride in our ability to control 
nature and to become its master accord- 
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ing to our beliefs. Progress in science is 
interpreted as a harnessing of nature. As 
long as an individual supports his fight 
against many of the forces of nature, he 
is permitted to keep his membership in 
the society of masters of nature. But the 
older person is seen as one who has lost 
his fight with nature. Biologic forces 
overtake him. He progressively submits 
to natural energies that will in time con- 
sume him. By social standards, he is a 
weakling and an outlander, unworthy 
of intensive consideration or high valu- 
ation. On the basis of this factor also, 
we reject the aged. 


The Individual 
As we grow up in our culture, we 
acquire the civilized point of view that the 
individual is the valued object. Distinc- 
tiveness, individual accomplishment, in- 
dividualization, and individuality become 
the order of things and the goal in life. 
While no one in our society would be 
inclined to take issue with the extraor- 
dinarily high moral value contained in 
a social concept of personal worth, we 
nevertheless see a subtle undercurrent of 
human problems generated by this view- 
point. Individualization tends to produce 
a fragmenting, a dissolution, of interper- 
sonal relationships. A relationship appears 
valuable when it contains an element of 
personal gain for the individual partici- 
pant. 

The aged often tend to lose their 
identity as individuals and to resemble 
one another because of the sculpturing 
effects of the ravages of time. Coupling 
this factor with that of the diminished 
future of the older person, we are not 
surprised to perceive among the younger 
generations a pervasive attitude toward 
aging which, if put into words, would 
amount to, “What’s in it for me?” Such 
a viewpoint not only rejects the aged 
but succeeds also in enabling the younger 
person to deny within his own mind the 
need to prepare for his own later vears. 
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Achievement, Work, and Retirement 


The most highly regarded individuals in 
our society are those who achieve some- 
thing. Achievement is our guiding star. 
The process of reaching toward and at- 
taining objectives is given high valuation. 
As is the case with some of the other 
cultural factors, persons with little prom- 
ise for achievement receive scant atten- 
tion. Similarly, we place a considerable 
emphasis on the importance of work. 
We regard work as a meaningful living 
pattern which is successful in draining 
living energy. Those who do not work 
are degraded. The inability or unwill- 
ingness to work is treated as abnormal 
and is therefore debased. These factors 
also contribute to the social tendency to 
devalue the unemployed aged. 

Retirement, which is a relative new- 
comer on the historic scene, is the target 
of a dual social attitude. On the one 
hand, it represents a dream of relaxation 
and is regarded as a prestige-laden event 
in the life of an individual. On the other 
hand, to many persons it seems to loom 
as a threat. As the dream of relaxation, 
it symbolizes a long-hidden wish on the 
part of even the most independent per- 
sons—a wish to be cared for, to be served. 
This probably represents a regressive 
impulse, characteristic of human nature, 
to return to a childlike stage. This is not 
necessarily caused by a desire to be 
actually childlike, but probably repre- 
sents a greatly idealized conception of 
childhood and infancy as being care- 
free periods little short of paradise. 

In our culture, the younger the age 
of retirement, the greater is the prestige 
factor. It is readily seen, therefore, that 
retirement is viewed as an opportunity 
for idyllic repose accompanied by 
coveted social recognition. Yet, to a 
great number of people, retirement 
means losing many of the ingredients of 
life. Very often it represents loss of 
prestige, loss of meaningful relationships, 
as with coworkers, and loss of a purpose- 
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ful pattern of living. The dual qualities 
that characterize retirement are reflected 
in the eager anticipation and worried 
concern with which people look upon 
it. The social attitude toward the retiree 
is similarly ambivalent. The retired per- 
son is simultaneously envied and rejected. 


The Circle of Friendly Contacts 


We have already considered some of 
the factors that contribute, in the course 
of aging, to what we may call a dimin- 
ishing circle of friendly contacts. For 
an older person, the loss of loved ones, 
the changing personality of the city, the 
relocation of friends and neighbors, and 
a predominantly rejecting environment 
add to the surrounding loss of supportive 
figures. In spite of our cultural stress on 
individualization, each of us betrays his 
basic incompleteness and inadequacy in 
the need for other persons in our en- 
vironment who can help us to cope with 
the many stimuli and vicissitudes of life. 

In addition, each of us has deep with- 
in his personality a huge reservoir of 
primitive, instinctive energies — energies 
which, in their unadorned and uncon- 
trolled expression, can be destructive of 
social mores and even of individuals. 
Friendly contacts in our environment 
are supportive because they reenforce 
our personalities against these instinctive 
drives. The infant is supported against 
the onslaught of his own instincts, but 
this is not true of the aged. Elderly per- 
sons are usually left to their own devices 
in coping with the mass of potent drives 
which, if they are not channeled or 
properly controlled, produce deep feel- 
ings of anxiety and discomfort. Such 
experiences in the aged constitute insults 
to their personality structures. They are 
problems which, if unsolved, can destroy 
the very personality from which they 
took origin. 


Emphasis on Beauty 


In our culture, we place a great value 
on the package in which an item is de- 





livered. This is no less true of the human 
being. For several reasons, we tend to 
place a considerable worth upon physi- 
cal attractiveness and youthfulness. As 
a rule, these are symbolic of pleasing 
packaging. As we grow older, the pack- 
age changes, tending to deteriorate. It 
loses a certain freshness and desirability 
and thus becomes obsolescent. Therefore, 
in our culture, in which the package pos- 
sesses a value equal or greater to its con- 
tents, the human facade—the human pack- 
age which suffers in aging—is not highly 
regarded. 

In this brief treatise, we shall not ex- 
amine in any detail the physiologic and 
psychologic factors which must be added 
to complete the picture of growing older. 
We know that by far the most important 
factors in the aging process are the emo- 
tional deprivations that are experienced 
as a result of social attitudes of rejection 
toward the aged; the loss of external 
sources of supply; and the internal 
changes in organic structures and func- 
tion. Together, they constitute massive 
blows to an individual’s self-esteem. 

The integrity of the mental apparatus 
of an older person cannot long endure 
the impoverishment that the foregoing 
factors produce. As the external environ- 
ment seems to grow increasingly remote 
from the aging personality, the rational 
aspects of the aging mind find less and 
less in the outside world to which to be 
attached. The outcome of such events 
is an increase in the dominance of the 
deeper areas of the mind, the primitive 
core of the personality. The balance ap- 
pears to be shifted in favor of the long 
suppressed instincts. On this account, 
the conscious personality suffers the 
threat of being overwhelmed by those 
very forces and energies against which, 
during all of its life, it has erected logical 
and defensive barriers. The choice of 
pathways for subsequent behavior avail- 
able to an older person, who is beset 
externally by social rejection and _ in- 
ternally by self-rejection, depends to a 
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great degree upon the intensity of the 
deeper compelling forces and the effec- 
tiveness of his personality _ barriers, 
erected as a protective device against 
such primitive drives. 

In certain older individuals whose un- 
conscious mental life has been dominated 
by incompletely solved, serious emotional 
problems stemming from childhood, the 
loss of effectiveness of the personality’s 
defensive barriers often permits deeper 
forces to invade consciousness. As mem- 
ories and strivings out of childhood in- 
vade the conscious and rational aspects of 
older minds, the social display is seen as 
regressive behavior. This is often referred 
to as second childhood. 

It is not our purpose at this time to 
consider in any depth the eclipse of a 
mind that occurs as the result of destruc- 
tive processes in the elderly person. We 
know that picture well and witness it 
too often. It is of greater importance to 
us to note at this time that, to a con- 
siderable extent, this loss of a mentality 
is based largely upon social trends, cul- 
tural viewpoints, and human attitudes. 

Some of our treatment systems today 








are relatively successful in shoring up 
the damaged psychologic defenses of 
older persons with emotional problems. 
But wouldn’t we have accomplished 
more had we been able to create those 
social changes which, in their realiza- 
tion, would prevent psychologic dis- 
orders in the aged? On a broad social 
scale, we see that, to a certain extent, 
senility is preventable. Not only do we 
wish to forestall its development because 
of the implied benefit to the persons 
concerned, but, even more important, do 
we not desire to conserve in the family 
structure of our society the aged per- 
sonality as the sagacious and exemplary 
senior representative of civilized achieve- 
ment? Should we not conserve and 
utilize the wisdom of the aged so that 
there could be restored to him that meas- 
ure of authority for which youth is 
seeking? 

I have not abandoned, as an ideal of 
aging, my mental image of the older 
man pointing out the details of a model 
sailboat to a wide-eyed boy. But | 
should like to see it become again much 
more than just a mental picture. 


ARTERIOSCLEROSIS results in thrombosis. Depending on the location of 
the thrombosis, the symptoms are angina pectoris, coronary infarction, 
cerebral accidents, or intermittent claudication. Prognosis depends on 
the status of the arteriosclerotic heart disease. 

Of 149 patients with arteriosclerosis treated for one year or more 
with the anticoagulant preparation phenylindanedione, 86 had coro- 
nary thrombosis or angina pectoris, and 63 had intermittent claudi- 
cation. The patients in both groups showed a mortality rate of 5 per 
cent per year, with arteriosclerotic heart disease the main cause of 


death. 


The beneficial effect of anticoagulant therapy lies in the preven- 
tion of further intravascular thrombosis, thus permitting time for the 
development of collateral circulation. 

Patients with arteriosclerosis should be encouraged to exercise up 
to the point where they are forced to slow down. 





J. DEDICHEN: Thrombosing arteriosclerosis; result of long-term anticoagulant 
therapy. Brit. M. J. (No. 5,000): 1038-1039, 1956. 
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syMpPosiuM: Psychiatric Aspects of Aging 


The psychodynamics of aging 


JULES H. MASSERMAN, M.D. 


CHICAGO, ILLINOIS 


@ I know it is unfashionable in some 
circles, but shall we first try to define our 
topic of discussion? A personally mean- 
ingful elucidation of “senility” presents 
difficulties greater than those in other 
psychiatric entities. We can define, if 
we will, the primary phenomena of 
“schizophrenia” because we have all not 
only seen but /ived in them. In our 
dreams and fantasies we have experi- 
enced pretty vividly the feelings of uni- 
versal centrality, of preverbal omnis- 
cience or of narrowly narcissistic affect, 
and, therefore, we can somehow sense 
what a “schizophrenic” tries to regain 
in his flight from obnoxious reality. We 
have all had deprivations and frustra- 
tions, rebelled against them, and, in self- 
compensation, have become dolorous, 
helpless, and insistently demanding — so 
we know how a “depressive” feels. At 
other times, we have tried to mend our 
egos and raise our status by attributing 
our failures te specially important and 
influential enemies, and thus, for a little 
while, became grandiose and “paranoid.” 
But none of us will admit to having been 
senile, and find it most difficult to recon- 
struct from our own experiences what 
the “senile” must feel. True, we have 
had acute illnesses and temporary mental 
confusions, but we have all been able to 
look forward to recovery and the return 
of strength and capacity. 


JULES H. MASSERMAN is professor of neurology 
and psychiatry at Northwestern University, 
Chicago. 


The aging person senses his growing 
deficiencies, but often tries to avert 
their import by psychologic denial, 
by strenuous efforts to reassert status 
and control, or by emotional regres- 
sion to pre-emptive dependence. 
Such overcompensations, when exces- 
sive, may lead to personal, familial, 
and social tragedies. However, they 
can be prevented or mitigated by 
providing the elderly, not with a 
bleak antechamber to death in some 
private or state institution, but by 
helping to preserve as long as possi- 
ble their human dignity and cultural 
participation. 


Concepts of Senility 

Essentially then, concepts of aging have 
been borrowed from our culture, and 
their range has comprised almost every 
possible way of treating the aged. In 
fact, from a comparative psychologic 
standpoint, the same range may be seen 
in animal societies. Herds of red deer 
cherish the aged, since elderly survivors 
can lead them to a variety of pasturage 
remembered from many previous years; 
hence, special precautions are taken to 
see that such senior members are pro- 
tected because the welfare of the herd 
will depend on their survival. On the 
other hand, predatory beasts like wolves 
exile their aged, turn them out of the 
pack hierarchy and leave them to fend 
for themselves. I wonder which is closer 
to our own particular culture? 
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Certainly, in human societies, the 
evaluation of the aged depends upon the 
particular mores of the group. In the 
peaceful and esthetic Finnish culture, as 
idealized in the Kalevala mythology, 
the elderly are honored and even ro- 
mantically cherished, because they know 
all the old songs and therefore see the 
universe bedecked with grace and 
poetry. In Hellenic times also, the elders 
of the city governed through the senate, 
and the aged Homer was revered both as 
a wise man and as a poet. 

Another extreme is exemplified by the 
Labrador Fskimos. In their case, the 
patriarch considers it a final duty to sac- 
rifice himself for the good of the group. 
If the communal food supply should be- 
come insufficient for all during a_par- 
ticularly hard winter, he will quietly 
wander away from the village and de- 
liberately freeze to death. He might like 
his eldest son to do him the last honor of 
accompanying him to some lonesome 
spot, saving goodby to him and leaving 
him there to die; in fact, he is quite 
proud of an heir who takes the trouble 
to do that. In that sense, in his last 
moments in this hardbitten world, the 
oldster may feel that he is still, in a way, 
a useful part of his family and commu- 
nity and will, therefore, in a wishful 
fantasy immanent in all of us, be honored 
and rewarded in some more pleasant 
land beyond the horizon. 

In our modern American culture, the 
epitome of the retired man is, on the 
whole, significantly different. In the first 
place, he is generally pictured in our 
advertising arts as at least modestly 
wealthy and somewhat of a foot-loose 
playboy. His wife is never gray—she has 
interestingly platinum blonde hair and 
displays a remarkably well-preserved 
figure. And the two of them—provided, 
of course, they subscribed in time to the 
selflessly offered largess of the Rugged 
Individualist Retirement Insurance Com- 
pany—can go gaily about the country, 
rootless as to place or family, living in a 
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trailer, and fishing or golfing with well- 
preserved tan and vigor, anywhere from 
the golden coast of California to the en- 
chanted keys of sunny Florida. Insofar 
as the middle-aged in our country can 
look forward to fitting in with this pe- 
culiar fantasy, they may be fairly serene. 
In fact, the Cornell Study by Street and 
Thompson of some 2,000 older people 
indicates that some five-sixths of them 
in the upper economic brackets, who 
consider this picture within the realm of 
possibility, are quite content; and if they 
can achieve a reasonable facsimile of this 
particular goal, remain content. Regret- 
tably, most Americans as yet can’t 
achieve it. 

There is another striking statistic as to 
the present extent of the problem: in 
1910, there were 10 workers who re- 
mained at their jobs throughout their 
lives to 1 who retired, whereas this year 
the proportion is only 5 to 1. And the 
burden of the economically dependent 
aged is vearly growing more acute. | 
am told that by 1962 there will be one 
million people over 65, and mostly job- 
less, in Illinois. What we do with them 
is going to be less a function of their in- 
dividual problems than those of their 
families and of society. Mass institution- 
alization is obviously socially unjust, 
economically catastrophic, and medically 
indefensible. For example, Cosin  esti- 
mates that nine-tenths of the commit- 
ments for senility come about through 
failure of family or society to provide 
for economic or medical emergencies. 
It appears, then, that the aged are among 
the very few who are sentenced to life 
imprisonment for being temporarily 
poor and sick. 


Problems of Adaptation 


It is against such realities that the psvcho- 
dynamics of aging must be understood. 
Nor can one make a complete distinc- 
tion between the actual disabilities of 
aging—that is, diminished capacity to 
perceive, differentiate, abstract, and 
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evaluate the environment, and then to 
respond in a properly versatile and 
efficient fashion—and the reaction of the 
individual to such impairments. May I 
cite from my own experience two 
prominent, and therefore widely appre- 
ciable, examples of how the aging per- 
son may react to his repressed, but sor- 
rowful, recognition of his inevitably 
waning powers? 

The first is the case of a very famous 
violinist—perhaps one of the five great- 
est in recent history. As a virtuoso he 
had consummate grace and skill; indeed, 
his almost incredible technic and tone 
control may have approached the limits 
of central nervous and musculoskeletal 
function. Then, in his late 60’s, he suf- 
fered a mild concussion in an automobile 
accident, and, after his hospitalization, 
began to recognize once and for all that 
his mastery of his instrument must now 
decline. His trill wasn’t as rapid, as clear, 
or as well modulated. His glissandos be- 
came coarser, and his intonation less pre- 
cise. Of course, so great was his remain- 
ing skill that few could discern such 
changes, but he himself could because 
he had been an almost perfect artist. And 
so, even though he continued his con- 
cert career and was still better than 
most, the travail to his soul, because he 
could no longer interpret perfectly the 
music that he loved, was excruciating. 
Therefore despite his wealth, fair gen- 
eral health, and the universal respect of 
his audiences, he gradually changed from 
a vibrant, creative, happy man to a 
stooped, tense, and tragic figure of pre- 
mature senility. 

Another poignant example is furnished 
by one of my most revered teachers, 
Adolph Meyer. But first let me recall a 
couple of anecdotes showing the acute- 
ness of his thinking and the subtle wit 
with which he was normally endowed— 
a humor which often consisted of ap- 
posing opposites in a disconcertingly 
and unforgettably penetrating fashion. 
The first story concerns one of his semi- 





nars on what he called psychobiology, 
in which he literally evaluated almost 
everything in the universe from his pe- 
culiarly pragmatic and humanistic ap- 
proach. It so happened that one day we 
were discussing the experiential roots of 
knowledge and he was expounding an 
essentially Lockeian position to the ef- 
fect that, beneath the vagaries of words, 
analogies, and abstractions, mutual under- 
standings arise from mutual experiences. 
“For instance,” he said, “if you see this 
table and call its color brown, and | 
see it as brown, there can be no error of 
communication as to what brown is. So 
also, if you see it as oblong and say so, | 
know what you mean, as I, too, see it ob- 
long. And again, if I touch it, and say it 
is hard, and you touch it and agree it is 
hard, from then on, all hard things in 
sense or experience are abstracted by 
both of us as objects or stresses difficult 
to penetrate. And thus do we attain mu- 
tual understanding and communication.” 

I was then a voung man as naive as | 
am now, but less cautious; and so at this 
juncture, I interposed what I thought 
was a basic epistemologic question. “Dr. 
Meyer,” I said, “I am still not quite 
clear as to what that means. Is it neces- 
sarily so, even if we describe some ob- 
ject with the same words, that we have 
had the same experiences? Take again 
this eternally puzzling philosopher’s 
table. We both look at it and call it 
oblong, but for all I know, you might 
see it as oval, and for all you know, I 
might be seeing it round, though we 
both agree to call your oval oblong and 
my round oblong. So also, when we 
both touch it and call it hard, for all 1 
know, I am feeling it prickly in your 
private sensorium, and you're feeling it 
as what would be soft in mine — but 
again we have agreed to call your soft 
hard, and my prickly hard. What still 
troubles me, then, is that even with ap- 
parent identity of description, there is 
still no certainty that even the sensory 
roots of our experiences are the same, 
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or, for that matter, even comparable. 
How, sir, do we get around this basic 
solipsistic dilemma?” 

There was a momentary pause after 
this brashness, and then I was given an- 
other lesson on the relative value of 
metaphysics as compared with more 
earthy wisdoms. Said Dr. Meyer, 
twinkling just a little: “Dr. Masserman, 
there is an old Swiss proverb that you 
ought to learn. In fact, it might help you 
a great deal. The proverb is: ‘Where it 
doesn’t itch, don’t scratch!” And ever 
since I have been able to join in a great 
many scientific discussions with less 
pruritis and more appreciation of every- 
one’s need for glib and seemingly im- 
pregnable explanations of the unexplain- 
able. 

On the other occasion, Dr. Meyer, 
under some compulsion, was asked to 
discuss the topic: “What is the essential 
characteristic of a psychoanalyst?” This 
was at a seminar held some twenty years 
ago at an A.P.A. convention, with 
Stanley Cobb presiding. Various people 
with various dialects had already spoken 
long and sometimes not a little pom- 
pously, and most had felt it necessary to 
emphasize that a psychoanalyst possessed 
one virtue in particular, namely: integ- 
ritv. Dr. Meyer, who had not been 
scheduled to speak, had sat through all 
of this discussion apparently lost in his 
own thoughts. When finally called on 
by Stanley Cobb, he at first refused the 
invitation to speak, but eventually got 
up, stroked his beard, and proceeded in 
his customary deliberate, imperturbable 
manner, somewhat as follows. 

He first remarked that, in view of the 
fact that the Hippocratic oath pledged 
all physicians to “integrity,” the speeches 
that evening had been a little redundant, 
unless the psychoanalysts wished to dif- 
ferentiate themselves from the rest of the 
medical profession. This point made, he 
went on to develop what he thought 
truly characterized the analysts of the 
dav—although, as will be seen, he did it 
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in a manner few understood at the time. 
Stroking his Van Dyke and again lost in 
thought, he began: 

“When I was a child” . . . (This in 
itself was a startling opening because so 
few in the audience could conceive of 
Adolph Meyer ever having been a 
child.) ““When I was a child I had a pro- 
found belief in God. . . . I believed in 
God because, when I wanted to do 
something wrong I would look up at 
God and God would go ‘no’ (here Dr. 
Mever illustrated the negative by shak- 
ing his beard) and so of course | 
wouldn’t do it...” (By this point Dr. 
Meyer had already taken about ten min- 
utes, during which time some in the 
audience had undoubtedly begun to 
wonder whether the aging dean of 
American psychiatry had perhaps gotten 
a little too tired to think so late at night. 
But Dr. Meyer went on completely un- 
perturbed.) “I got a little older . . . and 
I lost my faith in God. But I knew this 
was so because now, when I would want 
to do something wrong and would look 
up at God and God would go ‘no’—I 
would go ahead and do it anyhow. .. .” 
(This took another ten minutes and by 
now more of the audience was really a 
little sorry for the nice old man and 
wished he hadn’t gotten off on such 
publicly senile rambling.) “Eventually 
I got to be a young man and I had to 
make a major decision. The decision was 
this: was I going to be a religionist or 
was I going to be a scientist? I thought 
and I thought and I decided that if 1 
was going to be a religious man I was 
going to be a Catholic, and if I was go- 
ing to be a Catholic I was going to be 
a Jesuit... . But after thinking it over 
very carefully, I decided I was not 
going to be a religious man, neither 
Catholic nor Jesuit. . . . Instead, I was 
going to be a scientist and a psychia- 
trist!” 

Here Adolph Meyer sat down amid 
a strained, puzzled, or mistakenly com- 
miserative silence. But those of us who 

















had spent three years learning to inter- 
pret the old man’s wisdom couldn’t help 
chortling quietly to ourselves. What he 
had implied, of course, was this: what 
really characterized the psychoanalysts 
of the day was not their “integrity,” but 
the fact that many retained a childlike 
faith in authority and never questioned 
or deviated from the official dogma. But 
this was hardly all: not only did analysts 
constitute a cult, but like Jesuits, they 
felt it their divine mission to spread their 
revelations to everybody, else the souls 
of the benighted would be lost. I did not 
altogether agree with him then and do 
not now—but was there a better way 
open to self-revelatory tact and incisive 
analogy? 

But my last contact with the aged Pro- 
fessor Emeritus Mever was much sadder, 
and occurred when I visited Baltimore 
some years after his retirement. As was 
usual, I had called his home en route 
through the city to give him my greet- 
ings via the telephone. As was very un- 
usual, I got a request, relayed by Mrs. 
Meyer (I was at the railroad station 
awaiting a train out) to please come to 
their home. As you know, Adolph 
Meyer had been the center of a quite 
influential circle in American psychiatry, 
and I was certainly not one of the impor- 
tant members of this group. But after 
talking briefly, though quite generally, 
with Mrs. Meyer, I sensed what the dif- 
ficulty was. The professor had retired 
from his position at Johns Hopkins, and 
had lost a great part of his administrative 
influence. Most of the people who had 
previously congregated around him had 
become self-important (in positions he 
had secured for them), and then some- 
what forgetful of how much they owed 
to him. There were, then, few of us left 
who, contrary to the new fashion, still 
paid open respect to the old gentleman, 
and he recognized that I was one of 
those few. He was lonesome, and he 
wanted to reconstitute associations that 
had once meant a very great deal to him. 


Another aspect of this appeared when 
| was admitted to his room. He was 
lying in an upstairs bedroom by himself, 
surrounded by his books and by various 
mementos of his previous influences— 
honorary certificates, awards, and so on. 
He had obviously suffered a middle 
temporal occlusion, and was partially 
aphasic and hemiplegic. He had had a 
neurologic survey from someone in 
whom he had chosen not to have com- 
plete confidence. Since I had learned 
much of my neurology from him, he 
approached me in a shy, roundabout 
fashion and finally asked: “Dr. Masser- 
man, I presume you have been fairly well 
trained in neurology, as well as in 
psychobiology. May I ask vou to please 
examine me to see whether or not this 
leg of mine, which has become very 
slightly paralyzed after my mild stroke, 
is already getting better?” It was ob- 
vious what he wanted: a friend of his to 
reassure him and welcome him back to 
physical recovery. I did a careful exami- 
nation, and interpreted it as euphe- 
mistically as I could. Or, to put it more 
bluntly, I am afraid I lied a little. 

Thus reassured, he began talking to 
me, and as he talked, he himself epito- 
mized the failing powers of the human 
mind, of which he had possessed a truls 
remarkable specimen. As an example of 
wishfully colored amnestic substitutions, 
I shall cite one example. Said Dr. Meyer: 
“T have just seen a review of your book 
in the American Journal of Insanity” . . . 
(Let me here interpolate that he was 
referring to my Principles of Dynamic 
Psychiatry, published in 1946, and that 
the American Journal of Insanity, which 
he had edited, had ceased publication 
decades before.) “It is an interesting 
book, but I don’t believe it covered suf- 
ficiently all the subjects it should have. 
I think you did not stress sufficiently the 
viewpoint of psychobiology. In your 
future writings you will, of course, ex- 
pand a little more on individuation and 
the ergasias? It is my verdacht das heute 
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and his voice trailed off into the 
soft, then unintelligible Schweitzer 
Deutsch of his youth. 

Here then, were the pathetic efforts of 
the aged to relive the time of strength 
and power, and to perpetuate them vi- 
cariously through loyal offspring or dis- 
ciples. The last memories I have of Dr. 
Meyer are likewise symbolic: his bed 
was placed against a window looking 
west and the sun was going down. As 
his voice drifted off and he fell asleep, 
only a dying glow was left in the sky. I 
tiptoed out of his room, and he expired 
just a few weeks later. 

These, then, are the essential dynamics 
of the aged at every intellectual level: 
the attempts every person makes to com- 
pensate for his declining powers and 
status. As Ferenczi and Hollos demon- 
strated, the paranoid grandiosity even 
of the paretic is not caused by the dis- 
ease itself, but is a function of the pa- 
tient’s reaction to an unconsciously 
sensed narcissistic threat. Similarly, the 
aged person must compensate in at least 
three spheres of the familiar Ur-defenses 
of which I have written elsewhere. In 
the first of these, he tries strenuously to 
reassure himself of his physical compe- 
tence from bedroom to golf course; in 
the second, he builds and defends philo- 
sophic or mystical svstems promising 
some form of immortality; and, finally, 
he tries desperately, and sometimes 
pathetically, to retain or re-establish 
whatever human relationships he can 
salvage here on earth. 


Psychotherapy 


As humanitarian therapists, then, let us 
first of all apply the golden rule and not 
try to deprive our elders of what we 
ourselves will eventually cherish. If 
grandpa thinks that yoga calisthenics or 
yogurt cheese will make him a centen- 
arian, or if grandma believes that she 
still looks enticing in low-cut dresses— 
why then such foibles, up to the edge of 
practicality, may do more good than 
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harm. As to cults and philosophies, let 
us remember that even great men in their 
last years needed them: the sociologist 
Comte began to worship a heavenly so- 
ciety presided over by his dead wife; the 
aging cosmologist Eddington preached 
that God, too, was but a master mathe- 
matician; the physicist Sir Oliver Lodge 
became an ardent spiritualist; and Freud 
himself, facing his fatal cancer, adopted 
and thus symbolically mastered a puta- 
tive “death instinct.” 

But recourse to wishful fantasy is not 
enough; the aging also need and try to 
retain human contacts and control. If 
these are not furnished along construc- 
tive channels, the aged may retreat to 
querulous dependencies, and in a sense 
demand indulgent baby sitters for their 
second childhood. In contrast, if they 
are given continued opportunities to 
exercise their remaining occupational 
and social skills, the cycle of familial 
disruption and parasitism may be long 
postponed. 

This also raises the question of mental 
hygiene for the later years. Obviously, 
one way to avert the empty loneliness 
of old age is to develop, while yet young, 
a versatility of interests, technics, and 
satisfactions that can be continued 
throughout life. Reading, science, art, 
philosophy—these are deathless, and al- 
most independent of retained manipula- 
tive skills. Experience in itself may be- 
come a marketable commodity: the an- 
cient mariner whose love of the seas and 
knowledge of the proper trim and rig of 
a boat invites the respect and company 
of ship lovers of all ages. And, without 
undue cynicism, it may also be said that 
a certain rugged tolerance for disap- 
pointment and even injustice is another 
asset to be acquired before the senium 
in this not quite the best of all possible 
worlds. 

As may be inferred by now, the 
therapy of what was formerly called the 
senile patient is best conducted, when- 
ever possible, outside of traditional men- 

















tal institutions, where the old person 
can, at least in part, retain his place as a 
senior citizen still valued by his com- 
munity. Indeed, this attitude appears 
also in the transference-countertransfer- 
ence relationships typical in the individ- 
ual psychotherapy of the aged: most of 
them like to picture the therapist or 
social worker not as a loved or feared 
parent-figure, but as a dutiful son or 
daughter properly devoted to their in- 
terests. But grown sons and daughters 
don’t question, let alone imprison, their 
parents; instead, they visit them at home 
bringing presents, and are rewarded by 
advice and benedictions. Hence, the 
many advantages of tactfully arranged 
family care plans as opposed to even the 
cleanest homes for the incurable aged; 
and, hence also, a gentle, but firm and 
seasoned, supervision of bright young 
case workers eager to treat evervone— 
including poor, doddering Mr. and Mrs. 
Methuselah—at a “Deeper Level.” 

Nor need the prognosis in the therapy 
of the aged be as guarded as this might 
imply; on the contrary, a quite satis- 
factory degree of rehabilitation is often 
possible. I remember an aged _ patient 
who, before his retirement at 65, had 
been very successful as the owner of a 
string of cigar factories. After a decade 
of idleness or aimless travel, he had 
begun to drink, gamble, and, perhaps 
with not altogether unconscious intent, 
“disgrace his children” with various 
escapades until they almost literally 
dumped him in my office. My therapy 
was simple: I abjured the role of parole 
officer or preacher and told him that I 
did not make hospital calls, but that, on 
the other hand, he need never visit me 
unless he wished to. But, I was inter- 
ested in the social implications of his 
pioneer contributions to American in- 
dustry—particularly as to how he had 
eliminated marginal labor by substituting 
machines for cigar-rolling Puerto Ricans. 
This encouraged him to give me quite a 
number of instructive lectures on vari- 


ous topics, during which he evolved 
a plan for starting a string of little to- 
bacco counters in downtown buildings 
which were to feature the products of 
the tobacco factories he had previously 
owned. Once he started on this project 
he was, even at the age of 75 and almost 
until his death eight years later, a some- 
times forgetful and fretful, but mostly 
alert, active, reasonably self-restrained, 
certainly quite likeable, and undoubtedly 
happier old man. 


Institutional Care 


But if institutional control does become 
necessary, let us change its philosophy 
from total custody to having the hospital 
relieve the family and the community of 
the most burdensome aspects of caring 
for their aged while vet retaining as 
much contact as possible. Methods for 
this have been quite well worked out in 
England by Cosin, in Montreal by 
Cameron, and in various other places 
along the following lines. The family is 
assured that, in case of emergency, they 
have somewhere to take Grampa or 
poor old Aunt Emmy, instead of having 
to nurse them the rest of their lives. The 
family can be sure that during episodes 
of illness, or even if they want a holiday, 
they will have some place to leave the 
old person. This relief can range from 
two or three hours a day, through a few 
days a week, to total inpatient care for 
several months when really necessary; 
but there is no such thing as “terminal 
commitment.” By this means, the com- 
munity’s conscience is neither over- 
strained nor lulled; and the family, un- 
der this covert surveillance, cheerfully 
resumes its lightened obligations. 

Such an institution must be organized 
along special lines. There must be a 
diagnostic unit in which the physician, 
psychiatrist, psychologist, and social 
worker collaborate in clarifying and 
modifying favorably the medical, psy- 
chodynamic, and social factors in the 
patient’s behavior. According to cur- 
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rent statistics, 9 out of 10 of the aged 
so hospitalized, if given appropriate 
medical care, can be returned within 
two or three weeks to their families, free 
of the toxic delirious reactions that had 
been mistaken for senile deterioration. 
Patients who must remain longer are 
sent to a continuous treatment unit, and 
then to a rehabilitation section or, in 
remarkably few cases, to a small ward 
where chronic bedfast patients are kept. 

But it is the day hospital that is the 
most important aspect of this new in- 
stitution. Here are provisions for physio- 
therapy, occupational therapy, and for 
transportation of the patient at optimal 
intervals both to the hospital and back to 
his family. Indeed, one goal of super- 
vision is almost the minimum number of 
inactive hours, since mere group discus- 
sions may become no more than episodes 
of spite and squabble. Even if the pa- 
tients are doing nothing better than 
whittling and sanding tongue depressors 
out of old orange crates, they are ac- 
complishing something useful, and they 
know that they are. There is also a night 
hospital, without the necessity of a doc- 
tor or a nurse in residence, for those 
who can be maintained at outside work 
and simply come in in the evening and 
stay overnight. Finally, there are group 
day-or-night units of 8 or 9 rooms where 
a kind of esprit de corps is built around 
one meal a day and various other con- 
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joint activities. Here the old people gen- 
erally run the organization and live as a 
little community with minimal protec- 
tion and provisions by the state. 

Now this is a rather different picture 
from the huge custodial institutions we 
are still erecting in this country. It takes 
fewer dollars, but medical and psychi- 
atric skill of a high order, intelligent 
social work, and a great deal of familial 
reorientation and community education. 
Illinois approaches this in its Cottage 
Plan, Community Clinics, Foster Home 
Care under the Illinois Public Aid Com- 
mission, the Tinley Park Hospital, and 
in the projected Research Hospital, but 
the possibilities of such resources must 
continue to be even more fully de- 
veloped. 

This was a rather rapid glance of what 
perhaps will be the most important prob- 
lem in sociology and psychiatry during 
the next generation. But the promise 
even of such inadequate surveys may be 
illustrated by the story of the soldier 
who came to his commanding officer 
and asked for immediate leave because 
his wife was going to have a baby. After 
the leave was granted, the commanding 
officer asked, “By the way, just when is 
your wife expecting delivery?” The 
reply was: “About nine months after | 
get home.” Once planned and implanted, 
ideas as well as acts become pregnant 
with developments for the future. 















SYMPOSIUM: Psychiatric Aspects of Aging 


Importance of individualization of 


treatment in the aging period 


FRANCIS GERTY, M.D. 


CHICAGO, ILLINOIS 


The simplest approach to this subject 
of individualization of therapy in the 
aged is to present what has been learned 
from experience. It may help to commu- 
nicate what I think I have learned if | 
classify what has come to light through 
my observation. I do not intend to pro- 
pose a new general classification of the 
acute, subacute, and chronic illnesses— 
physical and mental—which occur in the 
later part of the aging process. Yet, for 
present purposes and for practical rea- 
sons, | am going to do some classifying 
on the basis of treatment experience. I 
am not satisfied with what I propose, be- 
cause, at best, I can only draw attention 
to areas on a vast canvas, a confused and 
confusing continuum of pictures which 
change with the times and which defy 
attempts at adequate analysis and noso- 
logic synthesis. What I have to say has 
come almost exclusively from the experi- 
ence of practice, where one meets daily 
problems as best he may, stores the ves- 
tiges of experience for future reference 
and comparison, and uses them when he 
next calls experience into play. 
Generally, in discussing the psychiatric 
aspects of aging in this day, we feel con- 
strained to defer to tradition, which has 
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Many mental breakdowns during 
the aging period are caused by col- 
lapse of the personality under stress 
of conditions other than organic dis- 
ease. States of depression and anxiety 
are frequent. Adequate treatment de- 
mands adequate knowledge of the 
sufferers ability to bear stress in 
terms of his personality history. 


established some classificatory models, 
and to statistical incidence of these 
models. Traditionally, the cases fall into 
two groups: (1) dementing states as 
such; and (2) simple psychologic con- 
striction and_ social circumscription 
which loom large in the advanced years 
of life. The first group does not present 
a happy picture but its treatment rewards 
may be considerable in terms of increas- 
ing comfort and survival possibilities. 
The combined somatopsychic picture is 
one in which problems of the soma pre- 
dominate, and the curve of functioning 
declines toward levels of the infantile 
and bedridden. The second group holds 
the same interest for the sociologist and 
economist as for the physician. Medicine 
has contributed much to the creating of 
this whole situation, for the span of life 
has increased through many medical con- 
tributions. 

I shall confine my attention to what 
seems to me to be the more dynamically 
challenging aspects of the care of persons 
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from the involution period to the grave, 
as we find them in the doctor’s sphere of 
active practice in the community. First, 
it is to be remembered that whatever 
was built and developed in an individual 
before the period of involution does not 
utterly cease and become different as 
that period is reached. In a practical 
psychiatric classification of the disorders 
of the aging we may include: 

1. Episodes of mental disturbance, which are 
mainly depressions and anxiety states and 

commonly recoverable. 

. Personality disorders continued from the 
preinvolution period, which are chiefly 
chronic and irreversible, although they often 
display acute exacerbations, generally repre- 
sentative of psychoneurotic regressive ten- 
dencies. 

. Personality disorders which are also con- 
tinued from the preinvolutional period, and 
which are also chronic, but representing psy- 
chotic regressions such as manic-depressive 
and schizophrenic reactions, now coming 
strongly to attention. 

4. Organic crises, which have two main types 
of psychiatric complications: (a) those of 
brain function dependent directly on brain 
circulatory disturbances the strokes and 
aphasias to which Dr. Masserman alluded, 
giving an example in one of his eminent col- 

leagues; and (b) those of brain function 
representing the reaction to other illnesses 
of the body. In this last group, we may have 
survival with relatively minor residuals, and 
survival with serious residuals, or death. 


i) 


7) 


The establishment of psychiatric units 
in general hospitals, which is regularly 
becoming more common, is doing much 
to bring psychiatric knowledge to bear 
on all of these groups of cases, with 
resulting amplification of the psychia- 
trist’s knowledge in this field of his 
work. In my discussion of these groups, 
| hope the approach will be two-fold— 
practical and dynamic. I shall discuss 
actual cases, not as detailed case reports, 
but as examples of patients who are well 
known to me through my practice and 
who have made an impression upon my 
mind, sometimes because of my mis- 
takes. I shall draw the pictures in very 
simple outline, beginning with the de- 
pressive episodes and anxiety states. 
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Depressions and Anxiety States 


In these episodes of mental disturbance, 
there is commonly a mixture of depres- 
sion and anxiety which often taxes the 
diagnostic ability of the psychiatrist, and, 
consequently, his ability in treatment. 
Let me point out, in a few examples, 
what I mean by the overlapping range 
between depression and anxiety. It is not 
so easy to satisfy one’s self that all cases 
combining symptoms of depression and 
anxiety belong to the same category. 
They do not all have the same kind of 
outlook, even though the onset may be 
relatively acute. 

First, I refer to the case of a 64-year- 
old man. For thirty years he had been 
a salesman for a stove company. He 
traveled about the country and was very 
successful in a branch of the business 
which still had some market left, but 
which was not developing new markets 
because the stoves were mainly coal-, 
wood-, and oil-burning types. 

At the age of 64, he became very de- 
pressed. The new appliances which were 
coming on the market seemed to make 
his work a little bit more difficult. He 
began to lose confidence in his ability to 
make the grade in competition and to 
adapt to changes that were going on in 
his firm in its effort to enter a new mar- 
ket in heating equipment. He found it 
impossible to go out on his route and 
became very deeply depressed. He at- 
tempted to blame himself for what was 
developing in the market and felt quite 
overwhelmed by the prospects which 
confronted him. 

He stopped talking; his facial expres- 
sion had much the same look of depres- 
sion seen in the manic-depressive patient. 
It was obvious that this man might not 
have a job if he remained ill a few 
months. Symptoms were fairly typical 
of what we clinically call a depression 
with no great amount of agitation. 
Anxiety was present, but symptomatical- 
lv, depression overshadowed it. He was 














relieved quickly by electroshock treat- 
ment and, in less than a month, he was 
able to leave the hospital. In spite of a 
changing market situation, he was also 
able to maintain his place and earn a 
living. 

It isn’t always this way when depres- 
sion is a part of the picture. Let us go to 
the other end of the scale and consider 
Mrs. X, a woman of 63, whom I saw 
quite recently but whom I had known 
for a long time, although not as a pa- 
tient. She called me a few weeks ago, 
quite unexpectedly. In fact, for reasons 
which will appear, I thought that I was 
in her black book and that I would not 
be called if she ever needed psychiatric 
care. Over the telephone she said, “Doc- 
tor, I’m terribly depressed. I’m in an 
awful state. I can’t sleep; I can’t rest; I 
can’t do anything. I am terribly depressed 
and I don’t know what’s going to happen. 
Will you come to see me?” 

When I called at her home, there was 
no evidence of any memory defect, but 
she was concerned that she was develop- 
ing a memory defect. She did have a cer- 
tain kind of memory difficulty—that of 
failure in receiving an impression and 
in recalling it because she was so con- 
cerned with other things she couldn’t 
pay attention to what was said to her or 
to recalling what she needed at any par- 
ticular moment. There was no organic 
type of memory loss. She had no insight 
into the causes of her obvious anxiety. 
Her blood pressure was a little high, but 
that had been known for a long time. 
In spite of her description of her feel- 
ings, could we classify this as a state of 
depression? Actually, it was an extreme 
state of anxiety. 

It would be well to look into her his- 
tory. Seven or eight years before, I had 
been called to see her daughter. The 
daughter had been married and divorced, 
and then returned home to her mother; 
and there was literally “hell to pay” in 
that household between the two women. 
The mother, known as a very control- 








ling woman, had two children, both 
girls. One, who was docile, had married 
the son of a bank president and was a 
high favorite with her mother. The 
other, younger daughter, whom I had 
been called to see, would always seem 
to do the wrong thing, as the mother 
viewed it. 

The mother believed her daughter’s 
conduct indicated she had lost her mind 
and should be committed. The family 
physician, who had known the family 
almost from the time of the daughter’s 
birth, was inclined to agree with the 
mother. They thought that if they called 
me I would certify the daughter and 
have her sent to a state hospital. I could 
not agree that there was evidence of 
psychiatric behavior warranting hos- 
pitalization. For weeks there were com- 
plaints and telephone calls and difficul- 
ties as the mother struggled against ac- 
cepting my opinion. Finally the daugh- 
ter, on her own decision and with the 
aid of psychotherapeutic conferences, 
moved out of the home, and arrange- 
ments were made to take care of her 
youngster while she worked. The daugh- 
ter has been going along very well ever 
since, first with the help of psycho- 
therapy and later without it. 

When I saw the mother, in her over- 
anxiety, she hurriedly explained that one 
of the reasons she called me was because 
such good results had been obtained in 
her daughter’s case. The mother, now 
63 years old, has been a widow for ten 
vears, and is engaged in a business with 
a partner. The partner was on vacation 
at the time that the anxiety began to 
develop. It was very difficult for the 
patient to leave the business unattended. 
She had been known as an aggressive, 
strong, dominating woman whose mari- 
tal life never ran too smooth a course. 
Not having her way always provoked 
a strong reaction, but usually she gained 
her way. Against the unknown springs 
of anxiety within herself, she was help- 
less. Her anxiety found expression in 


Geriatrics, February 1957 125 











extreme restlessness and endless, repetitive 
talking about the state of her feelings and 
the possible causes of her trouble. 

Here, the management could not be 
a simple program of shock treatment 
such as gave excellent results with the 
man who suffered the quiet state of de- 
pression. Shock treatment in this case 
was of less importance than psycho- 
therapy. I cite these two cases merely 
as examples of the diagnostic differenti- 
ation between the depressive and anxiety 
elements which commonly appear to- 
gether. This range between anxiety and 
depression constitutes a practical prob- 
lem which is not always managed ade- 
quately in our hospital treatment. There 
is a tendency to classify and treat all 
such patients alike under a diagnosis of 
depression. 


Personality Disorders from 
Preinvolutionary Period 


Next, let us turn our attention to psycho- 
neurotic, regressive states continued 
from early life into the aging period. 
This is a grave problem at the present 
time. Some of the reasons have been 
pointed out by Dr. Linden and by Dr. 
Masserman. I am going to cite some- 
thing by way of introduction to this 
part of the discussion which probably 
does not belong in such a presentation, 
but perhaps you can tolerate it. I am 
going to quote a few lines from Dickens’ 
David Copperfield, a book with which 
| think you are all familiar. 

The kind-hearted Mr. Peggotty had 
taken Mrs. Gummidge, the widow of 
his partner, who had died very poor, 
into his household. Her behavior is de- 
scribed in these words: 

“Mrs. Gummidge did not always make her- 
self so agreeable as she might have been ex- 
pected to do under the circumstances of resi- 
dence with Mr. Peggotty. Mrs. Gummidge 
was of rather a fretful disposition, and she 
whimpered more sometimes than was comfort- 
able for other parties in so small an establish- 
ment. | was very sorry for her; but there were 
moments when it would have been more agree- 
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able, I thought, if Mrs. Gummidge had had a 
convenient apartment of her own to retire to, 
and had stopped there until her spirits revived. 

“Mrs. Gummidge had been in a low state all 
day, and had burst into tears in the forenoon 
when the fire had smoked. ‘I am a lone lorn 
creetur, were Mrs. Gummidge’s words, when 
that unpleasant occurrence took place, ‘and 
everythink goes contrairy with me.’ 

“She was constantly complaining of the cold, 
and of its occasioning a visitation in her back 
which she called ‘the creeps.’ At last she shed 
tears on that subject, and said again that she 
was ‘a lone lorn creetur’ and everythink went 
contrairy with her. 

“ ‘Yes, yes, I feel more than other people do, 
and I show it more. It’s my misfortun.’ ” 


We have many counterparts of Mrs. 
Gummidge and there are other types of 
psychoneurotic, regressive reactions in 
the older person. An old man of 77, 
whose daughter was a patient of mine 
in psychotherapy, is an example. He was 
a policeman, an_ irascible, somewhat 
cruel, and difficult father. The family 
was always in a state of upheaval. The 
daughter, my patient, the oldest of five 
children and single at the age of 43, had 
attempted to take on burdens of all kinds 
and had now forced herself to take care 
of the father. She rented an apartment 
for him in the same building in which 
she lived and saw that his meals were 
prepared; her life had become tied to his. 
Of the other children, none would have 
anything much to do with the father. 

He still followed his own particular 
patterns of behavior, but had had to 
modify them somewhat. The chief thing 
that he could hold to now was his daugh- 
ter. There was no one else to threaten 
as he used to do. He knew direct threat- 
ening wouldn’t work very well with her 
now, so he used other methods. The aged 
can often modify their conduct for the 
manipulation of others. She would feel 
guilty about making any other arrange- 
ments for his care and he was well aware 
of it. From her preadolescent period on- 
ward, she had carried an intense hostility 
toward him because of his treatment of 
her mother, the children, and the family. 











The only expression she gave to it, as 
far as he was concerned, was staying 
away from him. Because she could not 
tolerate living with him, she rented an 
apartment for him near her own. This 
man, who was extremely abusive and 
even threatened his family with a gun, 
now behaved almost like an infant, al- 
though talking with him revealed no 
evidence of memory impairment or 
other intellectual defect. 

Another elderly woman had become 
widowed and lived with her son and 
daughter-in-law, refusing to live in her 
daughter’s home, because she felt that 
she got along much better with the son. 
Her husband, who had died some years 
before, had always acceded to her every 
wish; not because he really liked to, but 
because any other course always boded 
trouble. Now, with a narrowing circle 
of friends, she had become a real prob- 
lem to the daughter-in-law to the point 
that the daughter-in-law was nearly 
ready for psychiatric care. Vacations 
without mother-in-law were impossible. 
Special arrangements had to be made 
for her on all occasions; otherwise she 
would be forbiddingly silent or tell 
neighbors or even near acquaintances of 
her family’s rejection of her. Her general 
health seemed excellent. 

This state of affairs went on for several 
years. The son could find no acceptable 
solution for the situation, nor would his 
wife force him to find a solution. Instead, 
the daughter-in-law became increasingly 
irritable, tense, and discontented, with 
few outlets for her feelings, even the 
normal ones that come through vaca- 
tions and social activities. Finally, her 
mother-in-law died of a stroke. This 
should remind us that all psychoneurotic 
patients die of organic causes. 

Some not-so-old older people wish to 
escape the fate of aging. A man of 58 
came to my office, after making the 
appointment himself. He was well- 


dressed and distinguished in appearance. 
He said, “Doctor, you may be aston- 





ished at the reason for which I consult 
you.” [ assured him that I had heard 
many reasons for consultation and | 
didn’t think anything was likely to 
astonish me very much. His reply was, 
“Well, I have been thinking of the ad- 
visability of committing suicide and | 
would like to talk with you about that.” 
In keeping with my promise not to show 
astonishment, | did my best to contain 
myself and said, “What method had you 
thought of?” He replied, “I am going 
to use potassium cyanide.” I asked, 
“Doesn’t that present some difficulties?” 
He answered, “No, not for me. I am in 
the steel business and we use a great deal 
of cyanide.” I asked, “How are you 
going to get it?” He said, “I have it 
already.” “How much?” “A pound.” 
“Where do you keep it?” “In the safe 
at the office. I could get a pound with- 
out creating any comment, but if I tried 
to get a small amount, of course that 
would cause difficulties.” 

I talked with this man and found that 
he had consulted not only me, but two 
or three other psychiatrists. I asked him 
what their advice was and he said that 
none of them thought it was a very good 
idea for him to commit suicide. His 
story was that he had enjoyed life to the 
full. He had had everything — a good 
home, money—and it pained him to see 
his friends getting strokes or dropping 
dead from heart disease. So he won- 
dered if it wouldn’t be better to step out 
of the picture when he was full of the 
power and the glory of life. Like the 
others, | couldn’t advise him to commit 
suicide, but I suggested that we keep in 
touch with one another. About three 
days later, I received a call from a down- 
town tailoring shop. He had gone in 
there thinking that he had had a heart 
attack. He was examined and no evi- 
dence of heart disease was found. Next, 
he became afraid he was having a stroke. 
Again, no indication of organic disease 
could be detected. Nevertheless, about 
six months after I last saw him, he died 
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suddenly, supposedly of coronary dis- 
ease. 

In all of the cases which I have cited, 
it is evident that dependency and anxiety 
are strongly present, but there are also 
compulsive-obsessive and phobic trou- 
bles in the group of the aged. I have 
under treatment currently. for psycho- 
therapy at the age of 66, a woman with 
intact memory who has been haunted 
by ideas which she felt she must keep 
from the knowledge of her family. 
There are some andirons by the fireplace 
in her living room. The most horrible 
notion occurs to her that she should 
seize the andirons and crash them into 
the head of “the best man that ever 
lived”—her husband. When she is walk- 
ing with him on the street, she fears she 
may push him into the path of oncoming 
automobiles. Her question when I saw 
her was this, “Doctor, am | losing my 
mind? Am I likely to do any of these 
things? The ideas have been so horrible 
that I haven’t been able to take any va- 
cations. I can’t go any place with my 
husband. I can’t tell anybody about this 
because it is so horrible.” 

Compulsive - obsessive, phobic 
dromes are not the exclusive property of 
younger people. Even the younger peo- 
ple do not outgrow the symptoms of 
these compulsive-obsessive disorders, al- 
though it is possible to get very good 
results by treating them. But, by “good,” 
you must not think that I mean com- 
plete recovery, except possibly in some 
of the phobic cases. The patient whose 
case I have described has improved re- 
markably, but she is still obsessed with 
ideas to which she now makes a much 
better adjustment, because much of the 
fear of the consequences of such ideas 
has left her. 


syn- 


Psychotic, Regressive States 
Let us now consider the psychotic, re- 
gressive states. A woman of 80 had 
shown evidences of a paranoid, psychotic 
state for about forty vears. Nevertheless, 


128 Geriatrics, February 1957 








her husband, a well-to-do official of a 
large company, had kept her at home, 
although home had become like a walled 
castle which few were permitted to 
enter. When he became ill with a serious 
heart disease, she would not accept this 
as a fact even though he was hospitalized 
and at the point of death many times. In 
fact, he finally did die. During his ill- 
ness, she had to be forcibly removed to 
a hospital under legal commitment. Until 
commitment, there was little evidence 
of senile or arteriosclerotic deterioration. 
After two years, the paranoid sympto- 
matology, although still present, has be- 
come changed and far less significant; 
but evidences of intellectual deteriora- 
tion have become very definite. 

In some family groups, the members 
become accustomed to accommodating 
themselves to the requirements of one of 
the members who has a psychosis, com- 
monly paranoid, so that, in effect, the 
sick person is actually in control of the 
whole family situation. This may go on 
for years. Sometimes a variety of multi- 
ple psychoses is established, known as 
folie a deux, folie a trois, and so on, de- 
pending on the number of persons in- 
volved. Such instances are not too un- 
common, they may come to light only 
as changes attributable to the aging of 
one or more of the group make it evident 
that something must be done about 
them. 


Organic Crises 
Finally, we shall consider the organic 
crises in older people. In the past three 
months, I have seen three cases of aphasia, 
which were utterly unrecognized, be- 
cause there were no motor-neurologic 
symptoms. These patients had been hos- 
pitalized as psychotic or demented. Of 
course they are psychiatric cases, but 
the problem is one of communication, 
not primarily, or possibly at all, one of 
psychosis or dementia. One case was 
especially illuminating, as the patient was 
under care in a large veterans hospital. 























He had been seen in neurologic consul- 
tation; the usual neurologic examination 
was negative; and the evidences of 
aphasia were missed because it was 
thought that the patient was psychotic. 
Sometimes the disturbance of communi- 
cation with aphasic patients is so great 
that it is misleading even to skilled exam- 
iners. Examiners may not attempt to 
check through the various approaches 
to the sensory and motor channels so 
they do not find clear-cut evidence of 
any component of aphasia. Sometimes 
these aphasias are things that will be 
detected first only long after the hemor- 
rhage or thrombosis which has caused 
them. One woman, apparently recovered 
for more than two years from a paralysis 
caused by a thrombosis, had slight neuro- 
logic residuals when she was admitted 
to the hospital suffering supposedly from 
a depression. She was somewhat de- 
pressed and the depression was caused 
by her communication difficulty — the 
most important residual of her stroke, 
and one which had been overlooked. 
The pathologic condition producing 
a picture of mental symptomatology in 
old people may not be primarily in the 
brain. Even aphasia may result from im- 





paired brain circulation resulting from 
a combination of cardiac disease and 
narrowed cerebral vessels. Some elderly 
patients, whose intellects function quite 
well, become exasperated with the physi- 
cal impairments which prevent the free- 
dom to accomplish things as they used 
to. Here emotional factors are of great- 
est importance and should be given due 
consideration in treatment if the pa- 
tient is to receive real help. 

In giving you these reports from my 
experience in practice, | can offer noth- 
ing of finality in the way of conclusion. 
The portents are that medical practice 
in the future will be directed more and 
more toward the two extremes of life. 
The psychiatrist must give more atten- 
tion to infancy and to old age. If his 
work is well done in the beginning, we 
may hope that the period of usefulness 
and enjoyment of human life will be 
greatly extended. No physician in this 
day can afford to ignore the mounting 
number and variety of medical psychi- 
atric problems that exist in aging persons. 
The physician must be prepared to offer 
medical service designed to meet the 
need—with the aged and aging, as with 
all other patients. 


FLEXION DEFORMITY is extremely common among old people with 
chronic disease. Poor posture in bed, central nervous lesions, and 
rheumatoid arthritis are mainly responsible. Early extensor move- 
ment may prevent firm locking of joints and a hopeless bedfast state. 

Arthritic contracture goes through three stages: muscle spasm, 
fibrosis, and bony ankylosis. Prostigmin injected into the joint, or 
applied in ointment reduces pain and tension. Fibrotic tissue may be 
softened and range of movement increased by ultrasound therapy. 
Early deformities improve under electric stimulation of wasted mus- 
cles, heat, massage, gentle manipulation, or turnbuckle splints. At times, 
tenotomy and capsulotomy may be required. 


TREVOR H. HOWELL: Joint contractures. Brit. J. Phys. Med. 19: 193-202, 1956. 
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Estimation of atherogenic index 


and lipoprotein distribution in men 


Evaluation from serum gravimetric total lipid 


and total cholesterol concentration 


ALEX V. NICHOLS, Ph.D., FRANK 


T. LINDGREN, Ph.D.., 


and JOHN W. GOFMAN, M.D. 


BERKELEY, CALIFORNIA 


@ An _ ultracentrifugal, serum-lipopro- 
tein measurement has been shown to 
provide predictive and prognostic infor- 
mation with respect to coronary athero- 
sclerosis and clinical coronary heart dis- 
ease risk.1-* The widespread application 
of these findings in clinical medicine has 
been largely limited by the lack of the 
necessary ultracentrifugal equipment in 
many clinical centers, both in the United 
States and abroad. In this report we shall 
suggest possible methods of obtaining 
the predictive and prognostic informa- 
tion inherent in lipoprotein determina- 
tion through use of biochemical technics 
which are readily available and inexpen- 
sive for centers without ultracentrifugal 
facilities. 

Two ultracentrifugally-defined, serum- 
lipoprotein classes, the standard S;,°0-12 
and standard S,;° 12-400 classes, have been 
implicated in coronary disease. A com- 
bined measure which summarizes the in- 
formation for clinical use has been desig- 
nated as the atherogenic index, or A.I. 
value. The A.I. value is obtained as fol- 
lows from lipoprotein measurement: 

Al. = 0.1 (Sr°0-12) 0.175 (S,°12-400) 


ALEX V. NICHOLS aiid FRANK T. LINDGREN are Tfe- 
search biophysicists and JOHN W. GOFMAN is 
professor of medical physics in the Donner Lab- 
oratory of Biophysics and Medical Physics, Uni- 
versity of California, Berkeley. 
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The lipoprotein atherogenic index 
can be estimated from a gravimetric 
determination on a serum total lipid 
extract. This finding provides an ex- 
cellent screening tool in segregating 
individuals with elevated values of 
atherogenic index. In comparison, the 
serum total cholesterol concentration 
is found to be less efficient in estima- 
tion of the atherogenic index. 


It has been shown that, with increasing 
A.1. values, there is a progressive increase 
in clinical coronary disease risk.'~* 

If a substitute measurement is to pro- 
vide the clinician with information avail- 
able in the A.I. value, such measurement 
must be highly related to the A.I. value. 
From our knowledge of the chemical 
structure of the S;°0-12 and S;°12-400 
lipoproteins, two biochemical measure- 
ments may furnish the substitute infor- 
mation. These are the total lipid concen- 
tration and the total cholesterol concen- 
tration of the serum. Previous work had 
indicated that the total cholesterol meas- 
urement by itself is not satisfactory for 
the purpose at hand.‘ There was good 
evidence that a total lipid determination 
might prove much more satisfactory, 
either alone or in combination with a 
total cholesterol determination. 














Clinical Study 


In this study, total lipid, total cholesterol, 
and ultracentrifugal measurements were 
made on 88 consecutive male subjects 
who were employees or job applicants 
at the University of California Radiation 
Laboratory. There was no rejection or 
selection of cases in the sampling. Major 
findings of this study show that a bio- 
chemical total lipid determination, as 
described later, is highly related to the 
atherogenic index, and can be used as a 
clinical screening procedure for pro- 
vision of a good estimate of the athero- 
genic index, or A.I. value. The biochemi- 
cal, total lipid determination is more 
highly related to the A.I. value than is 
the total serum cholesterol level; hence, 
the total lipid determination is more satis- 
factory for the present clinical purpose 
than is the total cholesterol determina- 
tion. 
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In the entire group of 88 subjects, 
the biochemical total lipid determination 
shows a high correlation with the A. I. 
measurement from ultracentrifugal analy- 


sis, since the correlation coefficient is 
0.93. In contrast, the correlation coef- 
ficient for serum cholesterol versus A.1. 
value is 0.76. The relationships of total 
lipid and of serum cholesterol with the 
lipoprotein A.J. values are presented for 
all cases studied in the scattergrams of 
figures I and II. 

The standard error of the estimate of 
the A.J. value from total lipid measure- 
ment is found to be 9 A.I. units (figure 
1). This means that in 67 per cent of 
cases studied, the A.I. predicted from 
the total lipid measurement will be no 
more than 9 A.I. units above or below 
the true A.I. value. In 95 per cent of 
cases, the A.I. predicted will be no more 
than 18 units above or below the true 
value. Such predictability of the A.I. 
value will be highly satisfactory for 
many clinical purposes, especially where 
it is important to screen out persons with 
very high A.I. values and a high clinical 
risk of coronary disease. 

In figure If may be noted the much 
greater error of estimate of the A.I. value 
from the total cholesterol measurement, 
and, hence, the lesser clinical usefulness. 
From our knowledge of the chemical 
composition of lipoproteins, the greater 
discrepancy between true A.I. and pre- 
dicted from 


A.lL. serum cholesterol 
measurement would have been antici- 
pated.” A detailed study of the con- 


sistency of the relationship between the 
simple biochemical measurements and the 
A.I. value for various possible serum lipo- 
protein distributions is presented later in 
table 2. 

For many purposes, such as metabolic 
studies and the clinical management of 
lipoprotein abnormalities, it is highly 
desirable to know the contribution of 
each segment of the lipoprotein spectrum 
to the A.I. value. For example, in dietary 
management, Nichols and coworkers 
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have demonstrated that the S;°0-12 lipo- 
proteins respond to dietary factors dif- 
ferent from those affecting the S,° 12-400 
lipoproteins.® We have explored the pos- 
sibility of utilizing the combination of 
the biochemical total lipid and_ total 
cholesterol measurements to predict not 
only the A.I. value, but also the break- 
down into the S;°0-12 and S,;°12-400 
classes. By multiple regression analysis, 
to be described later, it is possible to 
obtain an estimated S,°0-12 and an esti- 
mated S;°12-400 from the total lipid 
measurement in combination with the 
total cholesterol measurement. The esti- 
mated S;°0-12 is related to the true 
S;°0-12 level by a correlation coefficient 
of 0.88, and the estimated S;° 12-400 to 
the true S;°12-400 by a correlation coef- 
ficient of 0.90, both of which are high 
relationships. 

In actual estimation of values, the plots 
of figures II] and IV are useful to deter- 
mine how closely the $;°0-12 and S;°12- 
400 classes may be predicted from the 
biochemical measurements. For S;°0-12 
lipoproteins, the standard error of esti- 
mate is 40 mg./100 ml., which means 
that, in 67 per cent of cases, the estimated 
§,°0-12 level will be no more than 40 
mg./100 ml. above or below the true 
S,°0-12 level, and, in 95 per cent of 
cases, the estimated S,;°0-12 level will be 
no more than 80 mg./100 ml. above or 
below the true S;°0-12 level. Correspond- 
ingly, for the S;°12-400 lipoproteins, in 
67 per cent of cases, the estimated S;°12- 
400 level will be no more than 51 mg./100 
ml, above or below the true S,;°12-400 
value, and, in 95 per cent of the cases, 
the estimated S,;°12-400 value will be no 
more than 102 mg./100 ml. above or 
below the true S;°12-400 value. While 
the estimated distributions between 
S,°0-12 and S;°12-400 classes have an 
appreciable error, they do provide the 
clinician with a reasonable picture of the 
type of lipoprotein distribution in his 
patient. 











Fig. ut. The relationship between the S,°0-12 
lipoprotein concentration calculated from gravi- 
metric total lipid concentration and total cho- 
lesterol concentration values and the S,°0-12 
lipoprotein concentration obtained from ultra- 
centrifugal analysis (based on data collected for 
87 normal men). 
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rig. Iv. The relationship between the S,°12-400 lipoprotein concentration calculated from gravi- 
metric total lipid concentration and total cholesterol concentration values and the S;° 12-400 lipo- 
protein concentration obtained from ultracentrifugal analysis (based on data collected for 87 
normal men). 
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TABLE 1 


CHARACTERIZATION OF MALE GROUP 





Frequency Distribution with Age 


Age range Numiber of 


(years) subjects 
10-19 2 
20-29 21 
30-39 44 
40-49 13 
50-59 7 
60-69 1 

Total 88 


Frequency Distribution with Lipoprotein A.l. 
Number of 


subjects 


Lipoprotein A.l. 
range (units) 


30-39 5 
40-49 11 
50-59 17 
60-69 16 
70-79 11 
80-89 9 
90-99 8 
100-109 4 
110-119 + 
120-129 l 
130-139 ] 
140-149 
150-159 ] 
Total 38 





Biochemical Methods 


otal cholesterol concentrations, T.C.C., 
of sera were determined according to the 
method of Colman and McPhee.’ 

The gravimetric total lipid* concen- 
trations (G.T.L.C.) of the sera were 
determined gravimetrically following 
extraction of the lipids. The procedure 
consisted of the following operations: 


1. EXTRACTION 


One milliliter of serum was drawn by 
into a screw-cap capsule vial, 1 by 4% 


pipette 
inches in 


*It is conceivable that, in the gravimetric determina- 
tion, there may be small amounts of extractable substances 
which are not specifically lipids, but which, together with 
the identifiable lipids, make up the gr avimetric total lipid 
concentration or the G.T.L.C, Subsequent considerations 
will show that more detailed information concerning 
such substances is not immediately essential for applica 
io of the existing G.T.L.C. values to the problem at 
1and 
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size, and 4 ml. of absolute ethanol were added. 
The vial was carefully capped and swirled, with 
an inert teflon gasket used in the screw cap. 
It was then placed in an aluminum block at 

C. for one hour. A periodic swirl of the 


vial during the heating dispersed whatever 
gelatinous masses tended to form. 

The vial was cooled to room temperature, 
9 ml. of distilled water were added to the mix- 
ture, and again the vial was swirled. Drops of 
hydrochloric acid, 6N, were added to the vial 
until the pH value of the mixture was about 2. 
The pH was tested by means of indicator paper. 

Twenty to twenty-five ml. ethyl ether were 
added to the vial and the aqueous and other 
phases were shaken together on a mechanical 
shaker for five minutes, with the shaker speed 
at approximately 240 strokes per minute. After 
shaking, the vial was placed in a clinical centri- 
fuge at approximately 2,000 R.P.M. to com- 
pletely separate the two phases. The ether layer 
was drawn off under suction into a 125-ml. Er- 
lenmeyer flask. This extraction procedure with 
ethyl ether was repeated three more times.| 
After the fourth extraction, the ether extract 
was placed in a drying box for evaporation of 
the solvents. With the first signs of dryness, the 
extracts were placed into a desiccator under 
vacuum and were kept there for at least six 
hours. 


2. TRANSFER OF EXTRACTS FOR WEIGHING 


The extracted lipids were carefully transferred 
in chloroform from the Erlenmeyer flask into a 
previously weighed weighing bottle. A total of 
8 ml. of chloroform were used for dissolving 
the lipid extract and for rinsing the flask. This 
weighing bottle was then placed in the drying 
box for evaporation of the chloroform. Once 
the chloroform had been blown off, the weigh- 
ing bottle was placed in a desiccator for six 
or more hours. 


3. WEIGHING OPERATIONS 

used in this study were 
weighed only after they had spent at least six 
hours in a vacuum desiccator. This was true of 
the bottle used for receiving the lipid extract 
dissolved in chloroform. Likewise, once the 
chloroform had been blown off, the weighing 
bottle containing the lipid extract was kept in 
the vacuum desiccator for at least six hours be- 


All weighing bottles 


*Thoroughness of the extraction by this procedure was 
ascertained by prolonged saponificz ation of the remaining 
aqueous serum residue; extraction of all the saponified 
residue lipids with petroleum ether; and, finally, quanti- 
tative analysis by means of infrs ared spectrophotometric 
technics as described elsewhere." The residue lipids ac 
counted for approximately 3 to 5 per cent of the total 
lipid extract weight. Hence, in all further discussions of 
the “gravimetric total lipid’ as extracted by this pro 
cedure, it is understood that the recovery is in the neigh 
borhood of 95 per cent of the “total extractable lipid” 
weight. 











TABLE 2 


CORRELATION COEFFICIENTS BETWEEN LIPOPROTEIN A.I. AND G.T.L.C. AND T.C.C. 





Correlation 
coefficients 
between lipo- 
protein A.l. 


Correlation 
coefficients* 
between lipopro- 
tein A.l. and 





Conditions of calculation GLC. and T.C.C. 
n r n ¢ 
For all values of lipoprotein A.I. and § (a) all G.I ‘LC. 88 0.93 - -- 
U(b) all T:CC. 87 0.76 
For all values of lipoprotein A.I. greater 
than the mean lipoprotein A.1. units (71) 38 0.91 37 0.53 
For all values of lipoprotein A.I. less than 
the mean lipoprotein A.I. 50) 0.75 50 0.54 
For all values of (S;°12-400) greater than 
the mean (S;°12-400) (201 mg./100 ml.) 34 0.92 34 0.68 
For all values of (S;°12-400) less than 
the mean (S;°12-400) 33 0.80 53 0.67 
For all values of (S;°0-12) greater than 
the mean (S;°0-12) (360 mg./100 ml.) 43 0.91 42 0.63 
For all values of (S;°0-12) less than the 
mean (S;°0-12) 45 0.93 45 0.72 
For all values of (H.D.L.) greater than 
the mean (H.D.L.) (278 mg./100 ml.) 4] 0.92 39 0.69 
For all values of (H.D.L.) less than the 
mean (H.D.L.) 45 0.95 44 0.85 
For all values of cholesterol greater than 
the mean cholesterol (234 mg./ml.) re 0.91 45 0.49 
For all values of cholesterol less than 
the mean cholesterol 45 0.86 4? (.70 
(S,°12-400) concentration of S,°12-400 lipoproteins 
(S,°0-12) concentration of S,°0-12 lipoproteins. 
(H.D.L.) = concentration of high density lipoproteins (H.D.La, H.D.L.2, and H.D.L.s) 


*Pearson product-moment correlation coefficient. 


fore the final weighing. Weighing was done at 
an approximately constant temperature of 25 to 
26° C. on a Mettler microbalance type M-S. 

Before extraction of the serum samples, the 
gross visible physical appearance of the serum 
was noted and recorded. The prime objective 
was to keep a record of serum samples which 
were turbid because of lipemia. 


Statistical Considerations 


The degree to which the 88 cases utilized 
in the present study might be represen- 
tative of those to be encountered in 


clinical screening was considered. Table 
1 shows the age distribution and the fre- 
quency distribution of lipoprotein A.I. 
values in the group sampled. Comparison 
of the A.I. values in this sample group 
with those anticipated in general clinical 
screening leads to the conclusion that the 





range and distribution of A.I. values cer- 
tainly cover the region of interest. Since 
lipoprotein distributions among the 
various classes differ from person to per- 
son, an analysis was made of the relation- 
ship of the biochemical findings to the 
lipoprotein and A.I. values for various 
types of lipoprotein patterns. Such analy- 
sis is presented in tables 2, 3, and 4. 

in this group of 88 normal male sub- 
jects, the correlation coefficient be- 
tween the G.T.L.C. value and the lipo- 
protein A.I. value was significantly 
higher than that observed between the 
T.C.C. and the lipoprotein A.I. value 
(table 2). By virtue of this relationship 
between the G.T.L.C. and the lipopro- 
tein A.I., a fairly rapid and simple ap- 
proximation of the lipoprotein A.TI. value, 
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TABLE 3 


CORRELATION COEFFICIENTS BETWEEN THE MAJOR LIPOPROTEIN CLASSES AND THE 
LIPOPROTEIN A.I., THE G.T.L.C., AND THE T.C.C. 





Correlation coefficients* 


between lipoprotein A.l. Correlation coefficients 
between G.T.L.C. and 
serum concentrations 
of lipoprotein classes 


and serum concentra- 
tions of lipoprotein 


Lipoprotein classes classes 
n r 
S:° 12-400 87 0.95 
S:°0-12 87 0.61 
Total high density 
lipoprotein 84 -0.23 


Correlation coefficients 
between T.C.C. and 
serum concentrations 
of lipoprotein classes 


n r n r 

87 0.87 87 0.55 
87 0.60 87 0.87 
84 0.01 83 0.22 





“Pearson product-moment correlation coefficient. 


which measures coronary disease risk at 
a particular age, becomes feasible with 
gravimetric determination. Similarly, it 
would appear that any other accurate 
method for determination of total serum 
lipid concentration would yield data 
with the same order of significant corre- 
lation with the lipoprotein A.J. Of 
course, the exact relationship, including 
the regression equation, would have to 
be established by a study similar to this. 

The reason for the lower correlation 
coefficient between the T.C.C. and the 
lipoprotein A.I. becomes clear after 
perusal of table 3. The correlation 
coefficient between the T.C.C. and the 
S;°12-400 lipoprotein concentration is 
only 0.55. Since, by definition, the S;°12- 
400 lipoprotein concentration is more 
heavily weighted, by a factor of 1.75, 
than the S;°0-12 lipoprotein concentra- 
tion in the calculation of the lipoprotein 
A.I., the lower correlation coefficient is 
not at all surprising. 

An evaluation of lipoprotein and lipid 
values for subjects with differences of 11 
or more units between the lipoprotein 
A.I. and the gravimetric A.I. is outlined 
in table 4+. For subjects with lipoprotein 
A.I. values /ess than the mean lipoprotein 
A.I., there appear to be two categories: 
(A) seven cases in which the lipoprotein 
A.I. values are less than the gravimetric 
A.I. values (mean difference of 18 units), 
and (B) one case in which the lipopro- 
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tein A.J. value is greater than the gravi- 
metric A.I. value (difference of 12 units). 

In category A there is a higher total 
high density lipoprotein (H.D.L.) con- 
centration than in the comparison group. 
This is believed to be the main cause of 
the higher G.T.L.C. values which lead, 
in turn, to higher gravimetric A.I. values. 
Although its total H.D.L. and S,°0-12 
lipoprotein concentrations tend to be 
lower than the comparison group, the 
one case in category B shows no distinct 
extreme of lipoprotein distribution to 
account for the difference in A.I. values. 

There also appear to be two categories 
for subjects with lipoprotein A.I. values 
greater than the mean lipoprotein A.I.: 
(1) two cases in which the lipoprotein 
A.I. values are less than the gravimetric 
A.I. values (mean difference of 20 units), 
and (2) four cases in which the lipo- 
protein A.I. values are greater than the 
gravimetric A.J. values (mean difference 
of 17 units). The cases in category | 
were very lipemic, as indicated by a 
pronounced turbidity of the serum. 
Since the lipoprotein A.I. values are 
calculated from concentrations of serum 
lipoproteins in the S.°0 to S;°400 range, 


it is clear that lipoproteins of S,° 
values greater than S,;°400—including 


chylomicrons, which are primarily re- 
sponsible for the visible lipemia—could 
increase the gravimetric A.I. value above 
the lipoprotein A.I. value. Cases in cate- 
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TABLE 4 





MEAN LIPOPROTEIN AND LIPID VALUES 





Mean total Mean 
N H.D.L.A4 S,°0-12 


Mean Mean Mean 
S;° 12-400 cholesterol GILL: 


Lipoprotein A.l. values less than the mean lipoprotein A.l. value (71) and 
which differ from gravimetric A.l. values* by 11 or more units: 


A. Lipoprotein A.1. 

less than gravimetric 

Al. hos at 409 338 
B. Lipoprotein A.I. 

greater than 

gravimetric A.l]. l 239 260 


99 238 7.21 mg./ml. 


150 176 5.32 


Lipoprotein A.l. values less than the mean lipoprotein A.l. value (71) and 
which do not differ from gravimetric A.l. values* by 11 or more units: 
hich d t differ from gravimetric A.l. values* by 11 or more unit 


40 276 311 


136 206 6.33 


Lipoprotein Al. values greater than the mean lipoprotein A.l. value (71) 
and which differ from the gravimetric A.l. values* by 11 or more units: 


A. Lipoprotein A.I. 
less than 


gravimetric A.I. 2 218 329 
B. Lipoprotein A.I. 

greater than 

gravimetric A.I. 7 230 356 


360 236 10.42 


327 246 7.70 


Lipoprotein A.l. values greater than the mean lipoprotein A.l. value (71) 
and which do not differ from gravimetric A.l. values* by 11 or more units: 


30 262 433 


291 270 8.72 





*Calculated from G.L.T.C. values. 


tAll lipoprotein and cholesterol results are given in mg./ml. 


gory 2 do not present any consistent 
explanation for their discrepancy and 
are currently believed to have arisen 
from possible errors in the analyses at 
the higher levels of lipoprotein and lipid 
concentrations in these samples. 

From these evaluations, it is apparent 
that the gravimetric A.I. determination 
can give higher values than the lipopro- 
tein A.I. (mean difference of 18 to 20 
units) under either of two conditions: 
(1) whenever the serum total H.D.L. 
concentration is appreciably higher than 
normally observed, or (2) whenever 
there is an elevated concentration of lipo- 
proteins with S;° values greater than 
S-° 400. In our series, all sera under con- 
dition 1 had lipoprotein A.I. values ap- 
preciably below the mean, and thus their 
gravimetric A.I. values were not so in- 
ordinately increased as to place the in- 
dividual in a much higher risk category 
than is correct for him. Under condition 


2, the observation of a lipemic serum im- 
mediately indicates a probable discrep- 
ancy in agreement between the lipopro- 
tein A.J. and the gravimetric A.I. In 
these cases, it would be advisable to ascer- 
tain the origin of the lipemia—that is, 
whether it is caused by a postprandial 
state or whether the individual has some 
abnormality in his serum lipoprotein 
distribution. Depending upon the diag- 
nosis, a reasonable interpretation can be 
made of the significance of the gravimet- 
ric A.I. in question. 

In the five cases in which the gravi- 
metric A.I. determination was lower than 
the lipoprotein A.I. value (mean differ- 
ence of 16 units), there are no obvious 
explanations other than possible method- 
ologic difficulties in these samples. 

Multiple regression equations were 
calculated for the — ultracentrifugal 
S;°0-12 and S,;°12-400 serum lipoprotein 
concentrations using the T.C.C. and the 
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G.T.L.C. 


variables. 


values as the independent 
The final equations are: 

21(TCE)—RSGALL.,) 
1.1(T.C.C.) +88.5(G.T.L.C.) 


S,°0-12 = 39.8 
S;°12-400=209.5 


The correlation coefficients between 
the ultracentrifugal lipoprotein concen- 
tration values and those calculated from 
the regression equations were as follows: 
a value of 0.88 between the ultracen- 
trifugal S,°0-12 and the calculated 
S;°0-12 lipoprotein concentrations, and 
a value of 0.90 between the ultracentrifu- 
gal S;°12-400 and the calculated S;°12- 
400 lipoprotein concentrations. A plot 
of S,° 0-12 lipoprotein concentrations ob- 
tained ultracentrifugally versus S;°0-12 
lipoprotein concentrations obtained by 
calculation from the G.T.L.C. and T.C.C. 
values is presented in figure III. A plot of 
$;°12-400 lipoprotein — concentrations 
obtained ultracentrifugally versus S;°12- 
400 lipoprotein concentrations obtained 
by calculation from G.T.L.C. and T.C.C. 
values is shown in figure IV. It must be 
emphasized again that the occurrence of 
specific lipoprotein distributions, which 
was responsible for discrepancies in the 
gravimetric A.I. values, is also respon- 
sible for the major disagreements be- 
tween the ultracentrifugal and the cal- 
culated lipoprotein concentrations. 

The regression equation for an esti- 
mate of the lipoprotein A.I. from both 
the T.C.C. and the G.T.L.C. values was 
the following: 
l'stimated A.1. 40:7. 4- 003: GGG) 

14.2 (G.T.L.C.) 

Application of this equation for cal- 
culation of the estimated A.I. value 
results in a standard error estimated as 
9 units. Comparison of this equation with 
the previous equation for calculation of 
the gravimetric A.I. from G.T.L.C. alone 
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shows that, as a consequence of the 
coefficient of the T.C.C. term being 
relatively small, the T.C.C. value does 
not supplement the G.T.L.C. value in 
more precisely estimating the A.I. value. 


Conclusions 
1. A fairly rapid and simple method of 
total lipid measurement may be utilized 
to estimate the atherogenic index value 
without ultracentrifugal equipment. 

The correlation between the total 
lipid measurement and the A.I. value is 
high (r=0.93), which leads to the con- 
clusion that, for many clinical purposes, 
the A.I. value, as estimated from total 
lipid measurement, is quite satisfactory. 

3. An approximate estimate of the 
S;°0-12 and S,°12-400 lipoproteins, useful 
for clinical purposes, can be obtained 
from a combination of the total lipid 
and total cholesterol measurements. 


From the Donner Laboratory, Division of 
Medical Physics, Department of Physics, and 
the Radiation Laboratory, University of Calli- 
fornia, Berkeley. This work was supported in 
part by the National Heart Institute and by the 


Atomic Energy Commission. 
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QUERIES AND THERAPEUTIC NOTES 





Steroid therapy for osteoporosis 


EDWARD C. REIFENSTEIN, JR., M.D. 
NEW YORK, NEW YORK 


Q. In what types of osteoporosis is 
steroid therapy recommended? 


A. The various types are: osteoporosis 
occurring after the menopause; with 
senility; from chronic corticoid therapy; 
with estrogen and androgen deficiency; 
as part of Cushing’s syndrome; with 
acromegaly; and associated with tissue de- 
pletion. 


Q. What steroid agents are most effec- 
tive? 


A. The patients are improved by estro- 
gen alone, by androgen alone, and partic- 
ularly by androgen and estrogen in com- 
bination. The administration of combined 
hormones has been facilitated recently by 
the development of long-acting esters, 
such as testosterone enanthate and es- 
tradiol valerate, which, in combination, 
are effective for about one month after 
a single intramuscular injection. A suit- 
able dosage is 1 to 2 cc. of this prepara- 
tion, which contains 90 mg. of testoste- 
rone enanthate and + mg. of estradiol 
valerate per cubic centimeter. Or, as in 
the past, osteoporosis may be treated, 
with less convenience to the patient or to 


EDWARD C. REIFENSTEIN, JR., M.D., iy associate 
medical director, Medical Division, The Squibb 
Institute for Medical Research and assistant 
clinical professor of medicine, New York Medi- 
cal College, New York City. 





the physician, by administering shorter- 
acting androgen-estrogen combinations 
at more frequent intervals by injection, 
or daily by mouth. 


Q. What are the advantages of a suitable 
androgen-estrogen combination? 


A. The androgen-estrogen combination 
has a greater effect in stimulating bone 
formation than has either steroid alone. 
When androgen and estrogen are com- 
bined in a suitable ratio, the unwanted 
actions of the individual gonadal hor- 
mones in the sexual sphere are reduced 
to a minimum. 


Q. What other therapeutic procedures 
should be employed? 


A. The patients should eat a high-protein 
diet, and take an adequate amount of 
water, to avoid a concentrated urine with 
hypercalciuria. An excess of calcium or 
vitamin D may be harmful. Maximum 
mobilization is indicated and excessive im- 
mobilization must be avoided. A corset 
or brace should be employed to support 
mechanically defective areas, such as col- 
lapsed vertebrae. The patient should be 
taught to use his muscles correctly to 
prevent acute strain of the weakened 
back. Renal calculi and accompanying 
urinary tract infections may require 
therapy. 
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Q. How long should the treatment be 
continued? 

A. As long as the etiologic factor is pres- 
ent. For postmenopausal and senile pa- 
tients, as long as they live. 


Q. How can you tell that a patient with 
osteoporosis receives benefit from steroid 
therapy? 

A. From the clinical response and from 
the evidence obtained from metabolic 
balance studies. Pain in the spine and 
other bones is relieved considerably or 
completely in weeks to months. The 
body weight frequently increases, the 
skin appears thicker, the strength and ac- 
tivity is increased, and the general well- 
being is much improved. Older women 
with fractures, particularly of the hip, re- 
spond especially well. Balance studies 
have demonstrated that, in osteoporosis, 
steroid therapy induces retention of cal- 
cium and phosphorus in the proportions 





of bone as long as the agents are con- 
tinued. By x-ray examination, it is very 
difficult to detect restoration of normal 
bone density, because a considerable 
amount of calcium must be incorporated 
into bone before increased density is ap- 
parent in the films. It is estimated that 
four to eight vears are required to retain 
the necessary amount of calcium. 


Q. Are there any undesirable effects from 
steroid therapy? 


A. When a suitably balanced androgen- 
estrogen combination is used, masculini- 
zation or feminizing effects are minimal. 
A few patients may develop moderate 
edema; this can be controlled by a low 
salt diet, diuretics, and reduction of the 
steroid dosage. 


Testosterone enanthate is available from E. R. 
Squibb & Sons as Delatestryl; estradiol valerate, 
as Delestrogen; and testosterone enanthate com- 
bined with estradiol valerate, as Deladumone. 


MAINTENANCE DOosES Of chlorpromazine enable the once seriously dis- 
turbed senile patient to be restored to a functional state compatible with 
his return to society. Sixty-five senile patients, discharged from a nurs- 
ing home, were selected for an eight-months’ study by a physician 
and psychiatric social worker. Of these, only 20 could be studied 
thoroughly. Chlorpromazine was prescribed for all patients in appro- 


priate amounts. 


Adequate eating habits were maintained in 18 patients. Average 
duration of sleep was eight to nine hours. Incontinence persisted in only 
1 of 6 incontinent patients. Noticeable improvement in personal 
hygiene appeared in 19 patients, and all 20 were less troublesome and a 
less expensive burden to their families. Functional working ability was 


5 


restored in 


7, but the other 13 were too old and debilitated to perform 


duties of any consequence. Symptoms related to agitation, such as 
hostility, anger, and destructiveness, were definitely reduced. Gregari- 
ousness and a desire to love and be loved were prominent. Side effects 
were minimal and caused no problems. 

Prolonged use of chlorpromazine frees families of senile patients 
from anxiety and worry as well as the expense of custodial care. The 
patient is able to live a fuller, more normal life as an accepted member 


of the community. 


gE. SETTEL: Chlorpromazine in the home treatment of the agitated senile patient. 


GP 14: 97-100, 1956. 
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Eat, drink, but be wary 


OME HUMORIST—was it not Artemus 

Ward?—once said that it was not his 
ignorance he minded so much as knowing 
so many things that weren’t so. 

After following with approval the in- 
tense crusade against excessive weight 
and being indoctrinated in the belief that 
obesity is a major cause of heart disease 
and various other ailments, it is somewhat 
disconcerting to have such eminent au- 
thorities as Drs. Brozek and Keys ques- 
tion the importance of this factor in heart 
disease. Their opinion carries great 
weight and deserves careful considera- 
tion. Certainly they are right in making a 
distinction between obesity and over- 
weight. It should be remembered, how- 
ever, that many athletes whose over- 
weight is originally due to muscular de- 
velopment tend to become really obese 
after they exchange regular active ex- 
ercise on the playing field for a desk job, 
with perhaps a round of golf once a week. 

When tuberculosis was the number one 
killer, weight gain was considered a sign 
of health, and premium was put on some 
excess weight, in accord with Aphorism 
35 of Hippocrates: “In all maladies those 
who are fat about the belly do best; it is 
bad to be very thin and wasted there.” 


Editorial 





Now the pendulum has swung far in the 
direction of Aphorism 44: “Sudden death 
is more common in those who are natu- 
rally fat than in the lean.” 

The conclusion to be drawn seems 
clear: that the golden mean of moderation 
in all things, especially in eating and 
drinking, is still the key to good health. 
A good rule to adopt is that of Chauncey 
Depew—whose opinion is entitled to great 
respect, since he lived to be almost 94. 
When asked for the secret of a long life, 
he replied: “Do anything you want to, 
but do it in moderation.” 

Wingate M. Jonnson, M.D. 
Winston-Salem, North Carolina 


Sexual lite of the aging 


I N DEALING With the aged and their prob- 
lems, many physicians forget that 
even people in their 70’s retain strong 
interest in sex. Talking to some of the 
unusually wide-awake, active, and well- 
preserved men and women past 70 or 
even 80 will reveal that they still have 
sexual intercourse and are getting much 
pleasure from it. 

An elderly person is often still inter- 
ested in the opposite sex and wants to ap- 
pear well in their eves. | well remember 
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a sweet, merry, bright-eyed old lady of 
82 who, the day after her operation, was 
sitting up in bed in a pretty bed jacket 
with her hair beautifully coiffed. She 
said she was going to give the interns a 
treat, and she could just about do it too. 
She still was sexually attractive. She had 
not lost her femininity or her charm, she 
was a good conversationalist, and her 
wit was keen. 

But even when physical sexual relations 
are terminated, elderly people can marry 
happily and find much pleasant compan- 
ionship. Some of the happiest marriages 
I have seen were between men of 80 and 
women around 40. Of course, the man 
had to be unusually youthful in mind 
and body; he had to be so full of interests 
that he would not be boring, and he had 
to be pleasant and affectionate. 

One of the difficulties experienced by 
some elderly couples is that the interest 
in sex dies out in one spouse long before 
it dies out in the other. There is many a 
man of 70 who is still highly potent and 
desirous of having sexual intercourse, 
who is married to a woman who, per- 
haps after the menopause or a hysterec- 
tomy, was left with distaste for inter- 
course. Occasionally a woman of 60 or 
more, who still craves sexual intercourse, 
is married to a man who in his early 40's 
lost what little sexual interest or potency 
he had. Most women who find themselves 
in this situation do not mention it to 
their physician. Many try to get the hus- 
band to consult a physician to see if any- 
thing can be done to restore his libido or 
potentia, but usually he refuses to discuss 
the subject or to do anything about it. 

Formerly, one of the miserable prac- 
tices in old people’s homes was to sep- 
arate husband and wife in order to keep 
all the men on one side of the building 
and all the women on the other. For 
many persons that was most unkind. 


Watrter C. Atvarez, M.D. 


Geriatrics, February 1957 


Quick medical check-ups 


tor busy executives 


ei the heads of more and more 
companies are realizing that their 
executives are very valuable people. It is 
difficult to find an able man and, when he 
is found, it may cost hundreds of thou- 
sands of dollars over the course of years 
to train him for his job. Hence, even for 
purely selfish reasons, many companies 
today are trying to send their executives 
and all of their important workers for a 
yearly medical checkup. 

But this is not as easy as it sounds. Not 
every internist and not every clinic can 
provide the type of examination that 
will satisfy the wants and needs of the 
executives. These men are usually in such 
a big hurry that they balk at devoting 
perhaps five days to the checkup. They 
hate days in which they have only one 
or two tests and they hate to sit by the 
hour in one reception room after another. 
They dislike being thrown in with fussy, 
talkative women and noisy children. 

Because of these difficulties, Sears Roe- 
buck set up a medical department in Chi- 
cago to which an executive can come in 
the morning before eating breakfast. 
Enough blood is taken for all the neces- 
sary tests, and stomach roentgenograms 
are taken. After this, he is given break- 
fast. Then he has a physical examination 
which includes a sigmoidoscopy and a 
going-over of his teeth. In the afternoon, 
after a cleansing enema, roentgenograms 
of the colon are taken. Any abnormali- 
ties found in the morning are investigated 
in the afternoon. By 4:30, the chief of the 
clinic can sit down with the patient to 
discuss the results of all the tests and 
x-ray studies and what type of treatment 
may be indicated. Then the executive is 
free to go home or back to work. 


Watrter C. Arvarez, M.D. 
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Clinical Endocrinology 





KARL E. PASCHKIS, ABRAHAM E. RAKOFF, and 
ABRAHAM. CANTAROW, 1954. New York: Paul 
B. Hoeber, Inc. 830 pages. $16.00. 


This book was written by a team of three 
endocrinologists, each interested in a different 
phase of endocrinology. One is a physiologist 
and internist, another a gynecologist, and the 
third a biochemist. The interdisciplinary efforts 
of the group are readily perceptible, and the 
fusing of their ideas results in an excellently 
welded work. 

The book is divided into 12 sections. Ten of 
these sections deal with each gland in the time- 
honored sequence of the medical curriculum: 
embryology, anatomy, histology, physiology, 
pathology, pathologic physiology, diagnosis, 
and treatment. The eleventh section deals with 
obesity and the twelfth with methods and 
materials. The authors persist in perpetuating 
an erroneous conception that progesterone is 
ineffective when given by mouth (p. 367). This 
reviewer has shown that progesterone is ef- 
fective when taken orally, provided large 
enough doses are employed (J. Clin. Endo- 
crinol. 10: 886, 1950). 

The style is clear and concise. The paper is 
good and the illustrations are excellent. Oc- 
casional typographic errors are present. The 
book is encyclopedic and contains an enormous 
amount of factual material. It is recommended 
to medical men, whether their interest is gen- 
eral practice or one of the specialties. 

ROBERT B. GREENBLATT, M.D. 
Medical College of Georgia 


Aging in Transient Tissues 


G. E. W. WOLSTENHOLME and E. GC. P. MILLAR, 
editors, 1956. Volume 2, Ciba Foundation 
Colloquia on Aging. Boston: Little, Brown 
and Co. $6.75. 


This book contains the 18 papers read at the 
second colloquium on aging held in 1955 under 
the chairmanship of Prof. KE. C. Amoroso. 
Most of the papers deal with specific as- 
pects of the processes involved in aging of 
transient tissues—that is, tissues whose normal 


lifespan is shorter than that of the organism as 
a whole. 





Dr. Price describes the effects of the testic- 
ular hormone on the reproductive tract of 
rats growing in tissue culture. Dr. Jost from 
Paris discusses testicular function, the age fac- 
tor in hypophyseal function, and glycogen 
storage in fetal livers; Dr. Zuckerman, the re- 
generative capacity of ovarian tissue; and Dr. 
Williams, the fate of the so-called redundant 
ovarian folicles. 

In a report of his experiments on aging of 
the corpus luteum in the guinea pig, Dr. Row- 
lands states that, in this species, the corpus 
luteum reaches its maximum size on or about 
the twelfth day of the cycle, and subsequently 
regresses. Sterile mating does prolong the life- 
span of this structure but, during pregnancy, 
it grows continuously at a uniform rate until 
parturition. However, anatomic signs of aging 
in the corpus luteum first appear in midpreg- 
nancy. 

The work presented by Drs. Fawcett and 
Burgos on cytomorphosis of germinal and in- 
terstitial cells of the testis is based upon direct 
observations of the complex cell transforma- 
tions in spermatogenesis, cyclic development, 
and aging of human _ interstitial cells by 
electron-microscopy. Various aspects of the 
aging of the placenta, including changes in 
morphology, function, and biochemistry are 
considered in papers by Drs. Wislocki, Hug- 
gett, and Villee, and changes in fetal develop- 
ment after administration of growth hormone 
or cortisone to the mother are described by 
Dr. Tuchmann-Duplesis. 

An interesting study of the growth of deer 
antlers is reported by Dr. Wislocki and a 
study of the aging process of the sweat glands 
in the human female by Dr. Montagna. Dr. 
Yemm observes that senescent leaves still retain 
a certain amount of synthesis and respiratory 
activity. 

Two papers are concerned with the aging 
of red blood cells. Dr. Lovelock discusses the 
role of instability of human erythrocytes in 
relation to their senescence and Dr. Mollison, 
some of the processes involved in aging of red 
cells. These processes include the transition 
from characteristics displayed by these cor- 
puscles in infancy to those seen in the same 
cells in adult life; changes occurring within 
the lifespan of individual red cells: and 
changes taking place when these cells are stored 
outside the body. 

The second volume of the Ciba Foundation 
Colloquia on Aging in Transient Tissues gives 
an up-to-date appraisal of some of the many 
complicated events involved in development 
and senescence. 

CARLOS MARTINEZ, M.D. 
Vinneapolis, Minnesota 
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Digests FROM CURRENT LITERATURE 


Primary Carcinoma of the Ureter 

STAUBITZ, W. J., I. V. MAGOS, 0. J. OBERKIRCHER, 

M. H. LENT, and M. FRIEDMAN. New York J. 

Med. 56: 3471-3480, 1956. 

Because primary carcinoma of the ureter is 
relatively infrequent, such a diagnosis is rarely 
entertained when the physician encounters the 
triad of obstructive uropathy, hematuria, and 
pain. The resulting hydronephrosis and pyone- 
phrosis is treated as such, and the primary 
ureteral tumor is frequently missed. Histolog- 
ically, the tumors resemble those found in 
the bladder and renal pelvis and are transitional 
cell carcinomas. Hyperplasia and metaplasia of 
the epithelium, caused by chronic irritation by 
calculi or infection, have been suggested as 
etiologic factors. Stimulation from a carcino- 
genic agent in the urine has also been con- 
sidered. Hematuria is the most prominent 
symptom produced by ureteral carcinoma. 
Flank or back pain, frequent urination, pres- 
ence of a mass, urgency and burning, weight 
loss, fever, and chills and nocturia are also 
symptomatic. No definite pattern can be estab- 
lished. Ureteral tumors metastasize more fre- 
quently and earlier than similar tumors of the 
bladder. 

Diagnosis hinges on recognition of 
tumors and careful cystoscopy with adequate 
retrograde pyclouretograms. Excretory urog- 
raphy and pneumourography are also helpful. 
Biopsy of lower ureteral tumors is recom- 
mended, and an attempt should be made to 
obtain tissue specimens from upper ureteral 
lesions with a nylon stone basket. Exfoliative 
cytology may be helpful when biopsy fails. 
The treatment of choice is total nephroure- 
terectomy with a partial cystectomy and 
retroperitoneal lymph-node dissection. 


these 


Hydroceles of the Testicle Complicating 
Inguinal Hernias 
N. OBNEY. Canadian M.A.J. 75: 733-736, 1956. 
Combined herniorrhaphy and hydrocele excision 
requires special care in conserving lymphatic 
drainage and wide excision of the tunica vag- 
inalis to prevent recurrence of the hydrocele. 
The majority of hydroceles associated with 
hernias appear in the sixth decade, with the 
percentage gradually tapering off in older and 
younger age groups. A large hydrocele may 
obscure an inguinal hernia by extending into 
the inguinal region as far as the external ring. 
Large hydroceles should be drained and the 
patients reexamined for hernia before opera- 
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tion. The inguinal region was explored in 35 
cases preoperatively diagnosed as hydrocele. 
Hernia was found in 22 of these patients. 

Treatment of hydroceles associated with in- 
guinal hernia is entirely surgical. The tunica 
vaginalis is excised close to the testicle and 
the cut edge of the tunica oversewn with con- 
tinuous catgut or wire sutures. Additional 
bleeding is stopped with wire or catgut liga- 
tures. The testis is then replaced in the 
scrotum. Drainage tubes are unnecessary, but 
hemostasis must be perfect. Hemorrhage is a 
more difficult problem than is surgery for 
simple hydrocele. Although conservative treat- 
ment is usually adequate, evacuation of the 
blood clot and orchidectomy are sometimes 
necessary. 

Lymphatic damage along the spermatic cord 
may produce a postherniorrhaphy hydrocele. 
Lymph channels are conserved by: (1) picking 
up no more tissue than necessary in each liga- 
ture along the cord; (2) avoiding extensive ex- 
cision of fat within the internal spermatic 
fascia; (3) allowing sufficient space at the in- 
guinal rings for unconstricted drainage of sper- 
matic cord vessels; and (4) omitting blunt dis- 
section with gauze sponges. Endothelial cells 
of the tunica vaginalis regenerate to reform a 
hydrocele wall if original excision is not wide 
enough. The fluid will then be trapped in a 
closed cavity with inadequate absorption be- 
cause of lymphatic damage during the opera- 
tion. Postherniorrhaphy hydrocele may be 
treated surgically, by repeated aspirations, or 
with aspiration combined with injection of 
quinine and urethane. 


Anesthesia for the Aged and Poor-risk Patient 

J. ADRIANI. Am. Surgeon 22: 1023-1028, 1956. 
The increased risks of surgical anesthesia in 
the aged may be kept at a minimum if the 
anesthetist is familiar with, and evaluates in 
each patient, the various physiologic alterations 
that normally occur with advancing age. 
Changes may be expected in the cardiovascular 
system, renal function, nutrition, metabolic ac- 
tivity, endocrine system, nervous system, skele- 
tal system, and in general recuperative powers 
after trauma. 

Although nitrous oxide alone does not give 
satisfactory surgical anesthesia in the young pa- 
tient unless administered in concentrations 
which produce some degree of anoxia, ade- 
quate relaxation without anoxia is attainable 
in the aged patient with nitrous oxide. If there 











is no cardiovascular disease, cyclopropane is a 
suitable anesthetic agent because changes in 
depth of anesthesia are more readily controlled. 

Although ether is the only major general 
anesthetic agent that does not produce hy- 
poventilation, its undesirable induction fea- 
tures, such as excitement and struggling and 
the concomitant nausea and vomiting, and slow 
recovery make it unsatisfactory in the aged. 

Cyclo-ether anesthesia is a choice combination 
for poor-risk patients because of the smooth in- 
duction of cyclopropane anesthesia and the 
lack of cardiac disturbance as produced by 
ether anesthesia. 

Avertin, paraldehyde, and the barbiturates are 
not recommended for the aged patient because 
they produce prolonged depression. Muscle re- 
laxants may incite respiratory failure, but if 
a relaxant must be used, succinyl choline, a 
short acting agent, is advised. 

Local anesthesia is not necessarily best for the 
aged because the nature and extent of surgery 
sometimes prohibit performance once under a 
local agent, or the amount of the injection may 
exceed 1 gm. of procaine which is the upper 
limit of dosage. Whenever local anesthesia is 
indicated, a field block is preferable to local 
infiltration. 


Some Aspects of Pulmonary Tuberculosis 
in the Aged 


Ww. BOLLIGER. Med. J. Australia 2: 481-482, 1956. 


The elderly tuberculosis sufferer is a community 
problem as a potential unsuspected source of 
infection and as a patient requiring prolonged 
custodial care. 

The time lag between onset of symptoms 
and diagnosis is much greater in the aged than 
in younger patients. Tubercle bacilli are present 
in the sputum longer in the elderly because the 
disease is of a fibrotic type. Patients usually 
come to medical attention because of hemop- 
tysis, respiratory tract infection, investigation 
for some other illness, persistent cough or 
sputum, or, rarely, tracing of contacts. Chest 
roentgenograms, bacteriologic examination of 
sputum and fasting gastric contents, and Man- 
toux tests confirm the diagnosis. Positive Man- 
toux tests tend to be weaker in older subjects. 

Treatment is the traditional rest and chemo- 
therapy with some modifications. Ambulation 
is allowed earlier to forestall mental and physi- 
cal deterioration. Streptomycin injections may 
be painful because of subcutaneous tissue wast- 
ing. Streptomycin may also add to the deafness 
and giddiness of old age by superimposing 
eighth nerve damage. Para-aminosalicylic in 0.5 
gm. tablets, in doses of 12 to 15 gm. daily, is 
more often poorly tolerated by aged patients. 
The avascular, fibrotic lesions are not easily 


penetrated by any chemotherapeutic agent. 
Elderly people adjust well to alcohol and sex 
restriction imposed by sanatorium life. 

About one-third of the patients require in- 
stitutional care beyond the period necessary for 
treatment of tuberculosis. If possible, these pa- 
tients should be transferred to a special block 
in a rest home with fewer irksome restrictions. 


Treatment of Cardiac Emergencies in 
the Home 


J. J. SELINKOFF. GP 14: 118-122, 1956. 


Prompt diagnosis and skilful treatment of car- 
diac emergencies in the home may be lifesav- 
ing. The commonest of these emergencies are 
acute myocardial infarction, acute heart failure, 
and acute arrhythmia. 

Sudden onset of severe, substernal pain with 
radiation is the most urgent symptom of a 
coronary occlusion. Morphine sulfate is given 
intravenously at once, and the patient watched 
closely for signs of shock, pulmonary edema, 
or acute left ventricular failure. The adminis- 
tration of oxygen, which may be obtained 
initially from fire, police, or rescue squads, is 
desirable for the first forty-eight to seventy-two 
hours of the patient’s illness. If signs of shock 
develop, maintenance of body warmth, ad- 
ministration of oxygen, and use of vasopressor 
drugs are indicated. Pulmonary edema often 
complicates a myocardial infraction, and if 
shock is not severe, the patient is placed in a 
sitting position to ease labored breathing. Digi- 
talization is helpful if heart failure and/or an 
arrhythmia develops, but the use of anticoagu- 
lants is not a part of emergency treatment. 

While pain rarely accompanies acute left 
ventricular failure, dyspnea, orthopnea, syn- 
cope, vertigo, and hemoptysis are frequent. 
Treatment starts, again with opiates and oxy- 
gen, and may include digitalization and blood- 
less phlebotomy. A portable electrocardiograph 
is used, and if the tracing confirms the diag- 
nosis, digitalization is begun with one of the 
rapid-acting digitalis preparations. Rotating 
tourniquets trap large quantities of blood in 
the extremities, further easing the heart load. 

Ai electrocardiograph is needed for both di- 
agnosis and treatment of the acute arrhythmias. 
Paroxysmal auricular tachycardia may be 
stopped by vagal stimulation. Paroxysmal ven- 
tricular tachycardia usually responds to quini- 
dine. Auricular fibrillation and auricular flutter 
may be controlled with digitalis and quinidine. 
The Stokes-Adams syndrome is serious and re- 
quires heroic action to save life. 

Although cardiac emergencies are ideally 
cared for in the hospital, their skillful treat- 
ment at home may tide the patient over a 
potentially fatal illness. 
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Coming Meetings 


Scientists and others experienced in fields as- 
sociated with various aspects of aging as well 
as interested laymen will meet at the Fourth 
International Gerontological Congress to be 
held from July 14 to 19 in Merano, Italy. Pro- 
fessor Enrico Greppi, president of the Con- 
gress, asks that all abstracts of papers to be 
presented at the meeting be submitted to the 
chairman of the North American Committee 
of Cooperation, Dr. E. V. Cowdry, Washing- 
ton University School of Medicine, 660 South 
Kingshighway, St. Louis, Missouri. Because of 
extremely heavy travel during the summer 
months, early requests for travel reservations 
should be sent to the official travel agent in 
the Congress, Convoys Travel Agency, 1133 
Broadway, New York 10, New York, who are 
also handling registration. 


Miami Beach, Florida will be host from 
April 25 to 29 to the First Pan American Can- 
cer Cytology Congress. The Congress is spon- 
sored by the Southern Society of Cancer Cytol- 
ogy, the Cancer Institute at Miami, the Univer- 
sity of Miami, and the Cancer Cytology Foun- 
dation of America, Inc., New York. Physicians 
who wish to present papers are asked to send 
applications to program chairman Dr. Wayne 
Rogers, P.O. Box 633, Coral Gables, Florida. 
Inquiries about scientific exhibits or movie pic- 
ture presentations should be addressed to chair- 
man Dr. Homer L. Pearson, P.O. Box 633, 
Coral Gables, Florida. 

e 


New Film on Problems of the Mind 
in Later Life 


The Wm. S. Merrell Company announces the 
release of a new 16-mm., black-and-white, sound 
film entitled, “Problems of the Mind in Later 
Life,” which is based on the 1956 Merrell Sym- 
posium on Constructive Medicine in Aging. In 
this 30-minute film, Edward J. Stieglitz, M.D., 
and George N. Raines, Capt. M.C., U.S.N., use 
a flash-back technic to point up their general 
and informal conversation with some specific 
words of the speakers at the Symposium. Res- 
ervations for local showing may be made by 
writing the Wm. S. Merrell Company, Lock- 
land Station, Cincinnati 15, Ohio. 
. 
Postgraduate Courses 
Rheumatic Diseases: Present-day Concepts and 


Their Management will be offered by the 
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Activities and Announcements ... 


University of Texas Postgraduate School of 
Medicine in Houston, February 27 through 
March 1. Drs. Joseph Bunim, Richard Frey- 
berg, and William P. Holbrook will be guest 
lecturers and will be assisted by faculty mem- 
bers of the Postgraduate School. The tuition 
fee is $40. Application for admission should 
be sent before February 18 to the University 
of Texas Postgraduate School of Medicine, 
Texas Medical Center, Houston 25, Texas. 


Cincinnati Centennial 


The Academy of Medicine of Cincinnati will 
celebrate its one-hundredth anniversary Febru- 
ary 27 through March 5 in Cincinnati’s his- 
toric Music Hall, where a Health Museum 
and Exposition will be established. The “Atoms 
for Peace” exhibit, from the American Museum 
of Atomic Energy, will be one of 175 health 
and scientific exhibits. Dr. Walter C. Alvarez, 
editor of Geriatrics, and cardiologist Dr. Paul 
D. White are among the guest speakers. 


Grant for Research on 
Causes of Deafness 


The Alfred P. Sloan Foundation has granted 
$82,000 to New York University-Bellevuc 
Medical Center for support of a hearing proj- 
ect resulting partially from findings estab- 
lished through a pilot study at the Center. The 
grant was made directly to the Department of 
Otolaryngology of the Postgraduate Medical 
School, of which Dr. John F. Daly is profes- 
sor and chairman. The director of the project 
will be Dr. R. Joseph E. Hawkins, Jr., who 
has done extensive research on the effects of 
antibiotics, such as streptomycin and neomycin, 
on the inner ear. 


Older Women in the Teaching Program 


Since 1954, when Alice K. Leopold, assistant 
to the Secretary of Labor for Women’s Af- 
fairs, advocated stimulating local teacher train- 
ing programs for mature college graduates, 
some 11,000 women have completed or are 
enrolled in these programs. Progress reports 
indicate that accelerated training programs for 
mature women are now being offered by more 
than 100 colleges and universities in 27 states 
and the District of Columbia. 
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pointed out the sad fact 
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New York Committee on Aging 


Conference Report ere it could buy years ago, when he started to 


save. Dr. Harris noted also that, in the last 

fifty years, there has been no increase in the 

number of hospital beds available for older 

persons. 

ALVAREZ, M.D. Mother M. Bernadette de Lourdes, superin- 
tendent of the Mary Manning Walsh Residence 


ALTER C. : 


N December 11, 1956, I attended a public in New York City, spoke very impressively, 
O hearing of the New York Joint Legis- pointing out that the old person coming into 
lative Committee on Problems of the Aging, a home should not be made to face an en- 
presided over by that outstanding public vironment tremendously different from that of 


on helping the aging, his old home. He should not be hedged about 


Senator Thomas C. Desmond. After corres- with many restrictions and rules, but should be 


reading many of his encouraged to have as many interests as possi- 


fine articles on gerontology, it was a great ble. He should be allowed to see visiting friends 
pleasure to meet him face to face. and relatives whenever they come, and—most 

The Hon. Abe Stark, 
York City Council, reported that in that city home should keep administering it with love. 
there are 150,000 old people living alone. Next They should keep a heart in the place. The 
year, in Brooklyn, a housing project is going average age of people entering the residence 
to be started which is designed for the aged, is 79 years, yet these residents have their own 
with ramps instead of 
terraces. Within the Department of Labor, the — lish a paper, put on plays, and are given many 


president of the New — important of all—the people in charge of the 


stairs and individual council which they take seriously. They pub- 


city is establishing a bureau for finding em- things to do. 

ployment for the aged in private industry. This James Felt, chairman of the New York City 

is a wonderful step forward. Planning Commission, stressed the need for 
Dr. Seymour FE. Harris, chairman of the De- — city-planned housing for older persons. As he 


at Harvard University, | said, older persons need a small apartment with 
that when an old man a rent low enough so that they can afford to 


gets his retirement allowance, he is likely to — pay it. 
find that it will buy only one-fourth of what (Continued on page 52A) 
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\ Better Antihy pertensive 


... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary ... 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


A Better Tranquilizer, too 


. . . because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 


out masking of symptoms. . 


. without impairing in- 


tellectual or psychomotor efficiency. 


Dosage: Simply two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as_ basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making smaller 
dosage effective and freer from side 
actions. 


Rauwiloid + Veriloid 

In moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tablet con- 
tains 1 mg. Rauwiloid and 3 mg.Veri- 
loid. Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


Rauwiloid + 


Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 14 
tablet q.i.d. 
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rteriosclerosis of the cen- 
tral nervous system is the com- 
monest cause of vertigo that we 
see... It is usually mild, is often 
positional and responds poorly 
to treatment. Dramamine and 
sedation are often beneficial . . .”’ 


Lewis, M. L., Jr.: The Problem 
of the Dizzy Patient, New 
Orleans M. & S. J. 104:161 
(Oct.) 1951. 
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Conference Report... 


(Continued from page 50A) 


Dr. Leo W. Simmons, of the Yale Univer- 
sity Department of Sociology, gave an anthro- 
pologist’s view on old age. We have been 
remarkably successful in prolonging the lives 
of some 14 million old people in the United 
States today, but we are not too sure what to 
do with them to keep them happy. He feels 
there may be “more and more of life for them 
with less and less in it.” Very interesting was 
his statement that man is the only animal that 
will take care of his grandfather! 

Henry E. Blagden, second vice-president and 
associate actuary of the Prudential Insurance 
Company of America, answered a tremendously 
important question that keeps coming up to- 
day: are we going to permit the insurance 
plans in many companies to render almost im- 
possible the hiring of men and women past 40? 
Today, when an able engineer is thrown out 
of work because of the death of his old em- 
ployer, he may find it impossible to get a new 
job. He is perfectly competent and highly ex- 
perienced, but every employment manager he 
approaches says, “If you were to come with us, 
we would have to pay as much money into the 
fund for your retirement as we give you in 
salary—and we cannot afford that.” Mr Blag- 
den showed that it is easy to devise a plan for 
retirement in which the amount that a man of 
50 pays in, is the same as the amount put in 
by a man of 25. Of course when the man of 
50 retires—perhaps at 65—his pension will be 
much smaller than that of the man of 25. 

I was pleased to hear some of the experts on 
gerontology say what is so true—that it is un- 
wise to throw into the discard everyone over 
60 or 65, even when the man is still able to 
work as well as he ever did. Many men today 
rejoice when an elderly associate is retired. 
They think only of the possibility of getting 
his job. They forget that every man and wom- 
an who is not working must be supported and 
fed and housed by someone! Actually, before 
long, every worker in the United States will 
be carrying on his back one or more old peo- 
ple who has been denied the right to work. 
People are beginning to wake up to this fact, 
and are beginning to worry about it. In many 
places, efforts are being made to give employ- 
ment to everyone who is still employable. This 
is one of the greatest needs to be met in the 
next few years. 

Today we actually punish and penalize the 
man who finds a job that gives him a salary. 

Under the Social Security law, we take his 
little pension of perhaps 80. dollars a month 
away from him. How impractical we are to 
assume that he can and should live on that! 








ee ae 


ean 


IS 
h 


ATHERO- 
GENIC 
INDEX 


Age Group 
¢ 30-39 


* Averages derived from the 
Normal females: 188 


Normal males: 284 


Males with coronary 9 91 
heart disease: 





{ i 





3 oad rat 


| om | 
reve] | 
a ee 





Here’s caiandi i in grand style at the terrific 
speed of 60,000 RPM, with centrifugal fields 
reaching 300,000 g’s in the ultracentrifuge! 


The object: identification and quantitation 
of the giant molecules among the complex 
lipoproteins of the blood. 


Significance: elevation of certain blood 
lipids has been linked to the accelerated pro- 
gression of coronary disease; disturbed lipid 
metabolism is suspected as a cause of athero- 
sclerosis. Blood fractionation by ultracentri- 
fuge has led to the development of atherogenic 
index values shown above: clinical athero- 
genic trends coincide with the atherogenic 
index obtained by this method. 


Application: the ultracentrifuge is now be- 
ing used to investigate the influence of dietary 
supplementation with “RG” Lecithin upon 
atherogenic index values in patients. 


vVALirp 
: 
& 


“Glidden 
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Adapted from Gofman, J. W., and others: Mod. Med. 27:119 (June 15) 1953. 


HOW A DIZZY SPIN SPILLS THE FACTS 
about coronary disease and atherosclerosis 


This is but one phase of the vast research on 
disease states which apparently are associated 
with lecithin insufficiencies. Lecithin, a con- 
stituent of all cells and organs, emulsifier, and 
lipid transport agent, is the focal point of 
attention. 

Glidden’s “RG” Lecithin is the only lecithin 
made specifically for medically indicated 
dietary purposes. It consists of 90% natural 
phosphatides in dry, free-flowing granules re- 
fined from soybeans. 





“RG” Lecithin is well tolerated and readily 
utilized by the body. There are no contrain- 
dications. It is usually given in amounts of one 
teaspoonful t.i.d. (7.5 Gm.). (In current clini- 
cal research, amounts up to 60 Gm. daily 
are used.) 


A preliminary report on lecithin in health 
and disease has been published and is avail- 





able to physicians on request. 


RG LECITHIN a cictary phosphotide supplement 


The Glidden Company - Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, Ill. 
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For geriatric patients 
with delicate digestions 


Wheatena is so digestible it 
can easily be taken by many 
infants three months old. Made 
by toasting together the wheat 
heart, farina and bran, this all 
wheat cereal is very carefully 
processed at every stage to 
keep it pure and wholesome. 

Wheatena is so delicious that 
it tempts your patients to eat 
breakfast. And Wheatena is 
manufactured without salt or 
sugar. 

Digestible, delicious—that’s 
Wheatena. Write for your 
free sample of 
Wheatena. Sug- 
gest Wheatena 
to all your 
patients. 

The Wheatena 


Corporation 


Rahway, N. J. 





Manufacturers Activities 


Effective Products by 
Standard Pharmaceutical Company 


Valerianets-Dispert are natural herbaceous tab- 
lets effective as a sedative and euphoric for 
nervous, irritable patients. Results obtained 
from administration of the tablets show them 
to be free from depressant, toxic, and habit- 
forming properties. They have no adverse sys- 
temic effects and, as a rule, render drastic med- 
ications unnecessary. 

Eucarbon tablets are a compound of highly 
activated charcoal, senna powder, extract of 
rhubarb, oils of peppermint and fennel, and 
precipitated sulfur. This integration of adsorp- 
tive and carminative properties gives Eucarbon 
a wide range of therapeutic usefulness for in- 
testinal fermentation and food poisoning. 

Presto-Boro tablets can be dissolved in tap 
water to form Burow’s solution, U.S.P., an 
antiseptic and astringent, and completely lead 
free. These tablets are easily stored and trans- 
ported, and are a necessity in first-aid cases. 


° 
New Calmative Agent 


A new chemopsychotherapeutic agent, Nostyn, 
known chemically as 2-ethylcrotonylurea, pro- 
duced definite calmative effects “superior to 
anything previously seen with the new drugs” 
in a group of patients with anxiety and tension 
(Continued on page 60A) 


Where LECITHIN 


is indicated — 


GRANULESTIN 


for 


Mm psoriasis 


ASSOCIATED CONCENTRATES 


57-01 32nd Avenue, Woodside 77, L.I., N.Y. 
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retresher 
for your 
patients 





WWI 


on-the-rocks 


Chilling remarkably enhances the sherry flavor of 
GEVRABON. For some time physicians have been 
advantageously prescribing GEVRABON with ice as 
an appetite-stimulating tonic before mealtime— 
adding a refreshing touch to regular dietary 
supplementation for their senior patients. - 


Specify GEVRABON ON-THE-ROCKS and assure your 
older patients a vigor-sustaining supplement of 
specific vitamins and minerals in truly palatable 
form. 


GEVRABON* Geriatric Vitamin-Mineral Supplement LEDERLE 


Fach fluid ounce (30 cc.) contains: 





Thiamine HC1 (B,) 5S mg. 
Riboflavin (B») 2.5 mg. 
Vitamin Bj» 1 mcgm. 
Niacinamide 50 mg. 
Pyridoxine HC1 (B,,)) 1 mg. 
Pantothenic Acid (as panthenol) 10 mg. 
Choline (as tricholine citrate) 100 mg. 
Inositol 100 mg. 


Calcium (as Ca glycerophosphate) 48 mg. 
Phosphorus (as Ca glycerophosphate) 39 mg. 


Iodine (as KD 1 mg. 
Potassium 10 mg. 
Magnesium (as MgCl».6H2O) 2 mg. 
Zine (as ZnC 1») 2 m2. 
Manganese (as MnC1».4H»O) 2 mg. 
Iron (as ferrous gluconate) 20 mg. 
Alcohol 18% 


*Reg. U. S. Pat. Off. 


CD LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 








a true 


cough specific ROMILAR Roche’ 


non-narcotic For suppressing cough, whatever the 
cause, Romilar is at least as effective as 





codeine. Yet it has no general sedative 
or respiratory - depressant activity, and 
it's remarkably free of side effects such 
as nausea, constipation, or tendency to 
habit formation. Available as a 
syrup, in tablets, or expectorant mixture 
(with ammonium chloride). 


Original Research in Medicine and Chemistry 


Romilar® hydrobromide — brand of dextromethorphan hydrobromide 














saving 





safer 
than 
replacing 
it 


KOAGAMIN 


parenteral hemostat 


controls and prevents blood loss 


Saves patients from the necessity of transfusion in many cases,! 
by providing rapid, safe* hemostasis systemically. Avoids trans- 
fusion hazards (death 1:1000 to 1:3000, jaundice 1:200).? 


Saves blood in various types of hemorrhage...safely...by acting 
directly on the last phases of the clotting mechanism. 


Saves time in office arid operating room by stemming capillary 
and venous bleeding and preventing hemorrhage. 


1, Joseph, M.: Control of Hemorrhage—or Transfusion, Am. J. Surg. 87:905, 
1954, 2. Crisp, W. E.: Editorial; One Pint of Blood, Obst. & Gynec, 7:216, 1956. 


KOAGAMIN, an aqueous solution of oxalic and malonic acids for parenteral 
use, is supplied in 10-cc. diaphragm-stoppered vials. 


*no untoward reaction—including thrombosis—ever reported in 18 years of 
j clinical use. 


CHATHAM PHARMACEUTICALS, INC » NEWARK 2, NEW JERSEY 


G y ) Distributed in Canada by Austin Lab- 
arTee oratories, Limited, Guelph, Ontario 
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... part of every ///ness 


ANXIETY 


is part of 


GASTROINTESTINAL 
DISORDERS 
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In every patient... 





* 
a valuable adjunct 
to the customary therapy 
Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 
eo ae s ; 

Wijeth 
(R 
RRS Philadelphia 1, Pa. 
*Trademark 
MEPROBAMATE 





(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


anti-anxiety factor with muscle-relaxing action Licensed under U.S. Patent No. 2,724,720 
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PROBENECID 
Gout is often easier to treat than to diag- 
nose. Sudden soft tissue swelling, acute 





joint inflammation, urate calculi—all may be 
indicative of early gout. A family history of 
gout is also highly suggestive. 


BENEMID gives gratifying results in the 
management of chronic gout and prolongs 
the intervals between acute attacks. Excre- 
tion of uric acid increases; high serum uric 
acid levels tend to become normal; inflam- 
mation decreases; the formation of tophi may 
be prevented and those present may become 


smaller. 
&p> 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.,, . PHILADELPHIA 1. PA. 
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Manufacturers’ Activities . 
(Continued from page 54A) 


Indiana, is unrelated to any 
psychochemicals and is distinguished by low 
toxicity and a wide range of dosage. 


states in a study at Traverse City State Hos- 
Michigan, by 
John T. Ferguson and Frank V. Z. Linn. 

The group studied consisted of 106 female 
psychotic patients whose average age was 41 
and institutionalization time twelve years. Nos- 


Traverse City, 


a product of Ames Company 


»" 2.2X (with Coated Lenses) 


These successful aids to subnormal vision are available in two powers, 1.7X or 
2.2X. Fitting is accomplished without complicated equipment or procedures. 


KOLLMOKRS 


FOR GASTRO-INTESTINAL DYSFUNCTION AND 
ANTI-FLATULENT EFFECTS IN FERMENTAT,ON 


EUCARBON® 


of the 





Doctors 


, Elkhart, 
available 





WANTED: BACK ISSUE 


Two copies of December 1953 Geriatrics or, 
at least, index section. Subscriber will be paid 
$1.50 or have subscription extended 3 months. 
Business Department, Geriatrics, 84 So. 10th 
St., Minneapolis, Minn. 






















substantial improvement in many cases of low visual acuity. 


Lo 


‘N 


“Sedation & Euphoria for Nervous, 
Irritable Patients” 


VALERIANETS-DISPERT® 


Full details in Bulletin 302, available from your optical 


e NI 
e 
CORPORATION 
NORTHAMPTON, MASSACHUSETTS 


Distributed in Canada by Imperial Optical Company 


TELESCOPIC 
SPECTACLES 


TO YOUR 


By prescribing Spectel 
Telescopic Spectacles you may 
often be able to effect 


Trial sets are moderate in price. 


supply house or direct from us, 





“A modernized method of preparing Burow's 
Solution U.S.P. XIV" 





PRESTO-BORO® 








Each tablet contains: Extract of Rhubarb, ) 
Senna, Precipitated Sulfur, Peppermint Oil 
and Fennel Oil, in a highly activated char- 
coal base. 

Action and Uses: Mild laxative, adsorbent 
and carminative. For use in indigestion, 
hyperacidity, bloating and flatulence. An 
excellent detoxifying substance with a wide 
range of uses in dermatology. 

Doses: 1 or 2 tablets daily 42 hr. after 

meals — Supply: Tins of 100. 


















Each Chocolate Coated Tab. Contains Ext. 
of Valerian (highly concentrated) 0.05 gm. 
dispergentized. Tastiess, Odorless, Non- 
Depressant, Non-Habit forming, indicated in 
cases of nervous excitement, depressive 
states, menopausal molimena, insomnia. 





POWDER IN ENVELOPES OR TABLETS 


(Alum. Sulfate and Calc. Acetate). For use 
as an astringent and topical wet dressing, 
treatment of swellings, inflammations, 
sprains. 





AVAILABLE AT ALL PHARMACIES 
STANDARD PHARMACEUTICAL CO., INC. + 253 WEST 26th ST., NEW YORK 1, N. Y. 























but his stomach and nerves are losing to the “jitters” 
of spasm and irritability. 


BUTIBEL 


—the antispasmodic-sedative providing therapeutic agents with the 
same. durations of action 





McNEIL 











LABORATORIES, INC. 
Philadelphia 32, Pa. 


contains, per tablet or 5 cc.: 
Butisol® Sodium 10 mg.—the “daytime sedative” with 
little risk of accumulation! or development of tolerance fre- 
quently associated with the long-acting barbiturates such as 
phenobarbital.” 
natural belladonna, 15 mg.—more effective than the syn- 
thetic alkaloids. Butibel tablets... elixir 

Prestabs Butibel R-A (Repeat Action Tablets) 
1. Maynert, E. W. and Losin, L.: J. Pharmacol. & Exper. Therap. 115:275-282 


(Nov.) 1955. 
2. Butler, T. C. et al.: J. Pharmacol. & Exper. Therap. /11:425 (Aug.) 1954. 





A “‘re-view” of iron therapy 


IVITAME 


with pepton ized tron 


for dependable 





hemopoietic response 


















It is well-established that peptonized iron is vir- 
tually predigested. Anemias refractory to other 
forms of iron will often respond promptly to 
Livitamin. And the Livitamin formula, con- rt EACH FLUIDOUNCE CONTAINS: 


taining the B complex, provides integrated Iron peptonized ......... 0.42 Gm. 
(Equiv. in elemental iron to 71 mg.) 





therapy to correct the blood picture, and to Manganese citrate, soluble .. . 0.158 Gm. 
improve appetite and digestion. ‘Thiamine hydrochloride ..... 10 mg. 
p 
ae er eS oe as 10 mg. 
Current studies* show Peptonized Iron ve Sida nit 
—One-third as toxic as ferrous sulfate. Niacinamide ..... Bes katie 50 mg. 
—Absorbed as well as ferrous sulfate. Pyridoxine hydrochloride .... . 1 mg. 
N me t Pantenenic OGId « «6 06 ce 8 ele 5 meg. 
—Non-astringent. ; ; ; : Liver fraction 2. 6s ss es z 2 Gm. 
: —Free from tendencies to disturb digestion. Rice bran extract ......-. 1 Gm. 
(One-tenth as irritating to the gastric Inositol «2 6 eee eee ee eee md me. 
mucosa as ferrous sulfate.) COORG 8 Ree me. 
—Highly effective in iron-deficiency anemias. 
*Keith, J.H.: Utilization and Toxicity of Pep- 
tonized Iron and Ferrous Sulfate. Read before The S. s MASSENGI LL Company 
the American Association for the Advancement Bristol, Tennessee 
of Science, Atlanta, Georgia, December, 1955 New York Kansas City San Francisco 
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SPECIAL DIET NEWS 





They're getting a real kick out of life 
with Beech-Nut’s help 


Your patients are in a happier frame of mind when their special diet 
menus call for Beech-Nut Foods. For one thing, the taste is appeal- 
ing. Beech-Nut takes special care with their foods. Beech-Nut peas, 
for instance, are harvested at their tender best, rushed to the plant 
in iced containers to preserve freshness. Recommend Beech-Nut— 
special diet patients seem to get more out of life when you do. 
Beech-Nut Foods, Canajoharie, New York. 








MENIC 


alleviates 
mental confusion, memory defects, 
and related symptoms 


MENIc combining the analeptic, pentylenetetrazole, with the cerebral vaso- 
dilator, nicotinic acid, is “...safe and simple... practical and inexpensive... 
can be used without hesitation on an ambulatory basis... especially useful in 


combating symptoms of abnormal behavior...”! 
ULevy, S.: J.A.M.A., 153:1260-1265, 1953. 


Each scored tablet contains pentylenetetrazole 100 mg. (1% gr.), nicotinic acid 50 mg. 
(% gr.). In bottles of 100 and 500 tablets. Literature and samples available upon request. 


GERIATRIC PHARMACEUTICAL CORP. /sELLEROSE, LL, N.Y. 


The last 


a dry, sensitive skin 


A taut, chafed skin — alone or accompanying other more serious problems — 








can become a distracting discomfort to any patient — young or old — ambu- 





latory or bedfast. Keep dry skin from adding an insupportable ‘‘last straw” 





to your patients’ burdens — with Lubriderm — a time-tested skin lubricant 





— capable of brightening a person's entire outlook in minutes. 





Non-greasy, non-staining Lubriderm contains cholesterol derivatives 





of lanolin in a formula so bland, so soothing, so effective — that it often 





smooths away a dry skin problem in only a few applications. If you 





would like a complimentary supply sufficient to introduce Lubriderm to 





several of your patients, send your request now. ® 


LUBRIDERM 


TEXAS PHARMACAL CO. — for distinctive dermptologics 


P.O.BOX 1659 SAN ANTONIO, TEXAS 




































Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 

*Schwartz, E.: New York J. Med. 
56:570, 1956. 


brand of prednisolone 


whenever corticosteroids 
are indicated 


provides restoration of breathing capacity — Relief of symptoms 


[ bronchospasm, cough, wheezing, dyspnea] is maintained for long 


periods with relatively small doses.* 


minimal effect on electrolyte balance — “in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”"** Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


PFIZER A 5 tA ‘tS, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 








Now from Bauer & Black 





the first 51 gauge elastic stockings 


So like regular nylons that your patients with 
varicose veins will never again feel ‘‘different’”’ 
(and they'll have proper support, too) 





Here at last are elastic stockings your 
patients will take to cheerfully. 51 gauge, 
made with threads twice as thin and 
twice as light as former kinds. So sheer 
they make “overhose” a thing of the 
past. Full-fashioned like regular nylons. 

Yet, sheer as they are, Bauer & Black’s 
51 Gauge Elastic Stockings provide 
proper remedial support. Pressure de- 
creases gradually from the ankle up, 
gently speeding venous flow. 


New full-footed style 


These full-footed stockings can be worn 
all day, every place your patient may 
go. Heel and toe are non-elastic, made 
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©1956, The Kendall Co. 


with Helanca® stretch nylon to prevent 
cramping or binding. 

To be sure of patient cooperation, doc- 
tor, aren’t these the elastic stockings to 
prescribe? 

Of course, you and your patients can 
still choose from the complete Bauer & 


Black line: nylon or cotton ...open toe 
or closed toe .. . knee length, above knee or 
extra long... variety of prices. 


51 Gauge Elastic Stockings 


(CUVEE) 


Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, Ill. 

















_ The Sedgwick Stair-Chair serves 
those who cannot or should not 
_climb stairs. You ride safely, ef- 
- fortlessly up or down, simply by 
he me of a button. Time-tested, 


neg ONY Nation- wide service. 
Costs $1400 or less (installed 
N. Y. C.).. . and well worth it! 


== Write for free illustrated booklet. 


‘Sedgwick MACHINE WORKS 


Established 1893 
269 West 14th Street, New York 11 
OTHER SEDGWICK PRODUCTS 
RESIDENCE ELEVATORS 
SIDEWALK ELEVATORS 
FREIGHT WAITERS 
DUMB WAITERS 








































i very euperor brandy... 
specify | 

kk 
HENNESSY 
COGNAC BRANDY 


84 Proof | Schieffelin & Co., New York 











tsy,rt Q : 
treatment 


FOR BEDSORES 
AND OTHER 
CHRONIC 
ULCERATIONS 


May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 


4iITE’S VITAMIN A & D OINTMENT 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White's Vitamin A & D Ointment provides vitamins A and D ina 
pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 
BX in 1% oz. or 4 oz. tubes; 


1 Ib. or 5 Ib. jars. 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 


July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 
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Rarical 


iron-calcium TABLETS 


a unique new compound, ferrous calcium citrate, with tricalcium citrate 
- iron and calcium in one molecule 


* more hemoglobin in less time 


- no leg cramps with this iron-calcium 
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LIPO GANTRISIN ee 
XX. ‘Roche’ Mh ff 


a 


For round-the-clock therapy 





With two doses a day 


Lipo Gantrisin ‘Roche’—a new, palatable 
liguid for antibacterial therapy—offers 
three significant features: 


1. Only two doses a day needed 
in most cases 








. Adequate twelve-hour blood levels 
after a single dose 


3. Same therapeutic advantages as 
Gantrisin ‘Roche’ 






Lipo Gantrisin® Acetyl—brand of 
acetyl] sulfisoxazole in 
vegetable oil emulsion 


Portrait 
Of a 
Patient 
Relieved 
of Severe 


Hypertension 


Symptoms 





VERAPENE® a combined therapy 
offered by HENRY K. WAMPOLE & CO., INCORPORATED + PHILADELPHIA 
See next PORTRAIT on reverse side * * * * * * * * * * * * 











Portrait Of a Product 
Liv thy wana emer ody 


Wanay Werk Polionte tolerote 


VERAPENE 





In each apple green, scored tablet: Reserpine—0.1 mg. Protoveratrines A & B—0.4 mg. 





SUBJECTIVE improvement is prompt and marked. 
Patients say they feel better. 

DISTURBING SYMPTOMS such as headache, dizzi- 
ness, tinnitus, disappear rapidly. 

THE CHARACTERISTIC EFFECT of Protovera- 
trines A&B is enhanced by combining with reserpine, 
reducing the dosage requirements. 


PATIENTS who are receiving reserpine respond more 
favorably to veratrum alkaloids. 'Many more patients tol- 
erate the two drugs in combination, as response can be produced 


with dosage below usual Limits ‘of tolerance. 


SIGNIFICANT: Wilkins, R. W.: Mississippi Doctor 30:359, 1953. Wil- 
kins, R.W., and Judson, W. E.; New England Jrl. of Medicine 248 :48, 
1953. Duncan, Garfield G.: Philadelphia Medicine 51:24, 1956. 


Aample amd literature om nequest 

















‘Ylrampole' AB ORATOR 


Since 1872—Henry K. Wampole & Co., Incorporated 





440 Fairmount Avenue, Philadelphia 23, Pennsylvania 
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“DOCTOR, have you tried 
new Carnation Instant?” 


YOU'LL DISCOVER WHY THIS EXCLUSIVE CRYSTAL 
FORM OF NONFAT MILK HELPS YOUR PATIENTS “STAY WITH” 
A DIET...IT TASTES SO GOOD! 


DELICIOUS FOR DRINKING: These remarkable 
crystals burst into fresh flavor nonfat milk 
instantly, even in ice-cold water. Ready to 
drink. Delicious for drinking. Then, too, 

it is easy to add extra crystals (1 tablespoon 
per glass, 1/4 cup per quart) for flavor 

far richer than bottled nonfat milk—and 

25% more nonfat milk nutrients. 

Patients who resist ordinary nonfat 

milk enjoy self-enriched Carnation Instant. 


MAINTAINS ‘‘WELL-BEING”’: Enjoyed with and 

between meals. Carnation Instant goes a 

) long way in helping your patients ‘“‘stay with”’ 
a diet. Provides lactose and protein to help 
maintain blood sugar level, keep energy 

up. Helps allay fatigue and the simple 

hunger pangs that make it hard to 

resist forbidden snacks. 


WHY NOT try new Carnation Instant 
yourself? A fine, protective 
“‘boost”’ for the busy physician. 
Ready instantly, fits into your 
most crowded professional day. 















































NO. 11 IN A SERIES 


MISS PHOEBE 





“Surely you’ve seen other tourists 
come here in E & J chairs!”’ 














Patients like to. get oul and 
rediscover the world in lightweight, 
folding E & J chairs. Their modern, good 
looks and effortless handling overcome 
“wheelchair shyness” and invite activity. 
In all sizes, for all needs, you can 
recommend an FE & J with confidence. 


There’s a helpful E & J Dealer near you 


* * ’ EVEREST & JENNINGS, ING. 10s ancetes 25 


E & J Power Drive 
Chair runs, turns 
steers with one-knot 





control 











TO FIGHT THE INROADS OF AGE 


Current opinion stresses the importance of early recognition of 
the undesirable effects of aging, and adequate metabolic support 
of the body’s fight against them.' NEOBON, by providing 4 factors 
PLUS 1, corrects all 5 of the recognized treatable causes of aging. 


Gonadal Hormone Decline—NEOBON’S daily dose of 3 mg. Methyl- 
testosterone and 0.018 mg. Ethiny] Estradiol offsets it. 


Hematinic Deficiencies—NEOBON combats nutritional anemia and 
iron deficiency with essential hematinic factors. 


Digestive Enzyme Deficiency—-NEOBON supplies pepsin and pan- 
creatin to insure proper absorption and utilization of foods— 
despite digestive “let-down”’ of aging. 


Nutritional Inadequacy—NEOBON’S complete combination of essen- 
tial minerals and vitamins replaces deficiencies inherent in the 
restricted diets of the aging. 


PLUS -NEOBON’s new lysine, the amino acid that lifts low value vegetable 
proteins to the high grade quality found in meat and eggs. 


NEOBON in bottles of 60 soft, soluble capsules; prescription only. 
1. Klemme, H. L.: Clin. Med., October, 1956. 


NEW NEOBON LIQUID, a geriatric tonic 


providing gonadal and thyroid supplementation, im- 
proved carbohydrate and protein utilization, hematinic 
action, and mild antidepressant effect. 

In 16 oz. bottles; prescription only. 





PEACE of mind ATARAX® Chicago 11, Illinois 





abd sbtacl 


Pan, 


feces 


HYDROCHLORIDE 


10-(y-dimethylamino-n-propy!)-phenothiazine hydrochloride 


Promazine Hydrochloride, Wyeth 


*Trademark 


THE ALCOHOLIC 


SPARINE is an agent of prompt, 
predictable, and potent action 

in controlling withdrawal symptoms. 

Often, in selected cases 

under the adequate supervision 

of the family physician, 

it may afford home control 
of postalcoholic agitation and hyperactivity. 


SPARINE is a well-tolerated and dependable 
agent when used according to directions. 

It may be administered intravenously, 
intramuscularly, or orally. 

Parenteral use offers 

(1) minimal injection pain; 

(2) no tissue necrosis at the injection site; 

(3) potency of 50 mg. per cc.; 

(4) no need for reconstitution before injection. 


Professional literature available upon request. 


1. Figurelli, F.A.: Indust. Med. & Surg. 25:376 (Aug.) 1956. 


@ 


Philadelphia 1, Pa. 














In urinary tract disturbances 


® 


(Brand of Phenylazo-diamino-pyridine HCl) 


in a matter of minutes 


With PYRIDIUM, irritated urinary tissues are bathed in a continuous flow of analgesic fluid, keeping the 


patient comfortable during diagnostic procedures and while maintaining therapy. The benefits of 
therapy with PYRIDIUM include - gratifying relief in a matter of minutes—long before specific therapy, 
if required, can take effect - elimination of urinary retention due to pain spasm - local analgesia only 
- complementary to any antibacterial of the physician’s choice — allows separate control of analgesic 
and antibacterial therapy - simple, convenient dosage — just 2 tablets before meals for adults. 

Pyridium isthe registered trade-mark of Nepera Chemical Co, Ine. for its brand of phenyaze-diamino-pyridine HCI. Merck Sharp & Dohme, Division of Merck & Co, Ine. sole distributor in the United Sts, 


MERCK SHARP & DOHME - DIVISION OF MERCK & CO., INc. - PHILADELPHIA 1, PA. 
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It has been proposed to the 


publishers of Geriatrics that the 





journal institute and carry as a regular feature a 


Professional Directory 
of Rest Homes 


The thought is that these “cards,” of 
name and address of the home to- 
gether with that of the administrator 
or medical director and ten to fifteen 
words covering location, accessibil- 
ity, facilities and type of patients in- 
vited, published as a national direc- 
tory, would prove a convenience to 
physicians majoring in the care of 
the elderly and serve the proprietors 
of such homes by keeping their 
names before such physicians in a 
dignified, ethical manner for quick 
reference. 

However, to be of real service only 
such residences would be accept- 
able as would be of known excel- 
lence as to personnel and premises 
and uphold and maintain high stand- 
ards of performance. The only in- 
dividual capable of drawing with 


validity conclusions of this nature as 
to grade and entitlement, is the 
reputable physician of the commu- 
nity. We don't want to waste our 
fire and we don’t want to receive 
applications from homes that cannot 
be listed, thus embarrassing us and 
the applicant. Therefore we ask our 
subscribers to nominate homes in 
their own and neighboring towns to 
which we may send a questionnaire 
the filling out of which will disclose 
size, accommodations, convenience 
of access, experience, physical 
equipment, standing of members of 
staff and other pertinent information 
looking toward an evaluation. 

Thank you very much for your 
cooperation in the cause of geriatric 
service in America. 


The PUBLISHERS 


GERIATRICS, 84 S. 10th St., Minneapolis, Minn. TI cn caschsvess cece 


I suggest as eligible to be solicited for an advertisement in your professional directory of 


rest homes. .... 
at. 
person to whom to write is ......0.......00. 
DIGNEA Sax..cesck 


Street........ 


I am affiliated with [] Medical Society [] Hospital []Medical School. 


. in the city of 


Secs So cute RESponsible 


ee. Oe 


nite ROUND es cara tiie 
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1 tablet q. 12 h. to prevent angina pectoris 


1 tablet 
all night 





Provides full 24-hour protection for 8 Simplified dosage—just | tablet on 
out of 10 angina patients: In rigorous arising, and | before the evening meal. 
clinical trials,'’ METAMINE SUSTAINED : ; ; 
improved 80 (78%) of 103 patients Greater economy for your patient with 
with angina pectoris, including a group angina pectoris. 


refractory to other medication. 


Supplied: METAMINE SUSTAINED, 10 mg., 


Each METAMINE SUSTAINED tablet bottles of 50 sustained-release tablets. 
slowly releases 10 mg. of METAMINE, Also available: METAMINE, 2 mg., in 
the unique, amino nitrate, to provide bottles of 50 and 500, and METAMINE 
lasting, 12-hour protection from (2 mg.) with BUTABARBITAL (4 gr.), 
attacks of angina pectoris. bottles of 50 tablets. 


‘Puller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 





SOA 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Shes. Looming G0 Co Sue. 155 €. 44th St., New York 17, N.Y. 


1 tablet 
all night 
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Restriction 


UW 
Congestive 
Heart Failure 
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Pregnancy 
Edema 








Neocurtasal 


AN EXCELLENT SALT REPLACEMENT 


for 
Cobt-Frce (Low Sodium) Dats 


TASTES 


Contains potassium chloride, potassium 
glutamate, glutamic acid, calcium sili- LOOKS LIKE 
cate, potassium iodide (0.01%). 


pours | SALT 
2 oz. shakers and 8 oz. bottles 
Sold Only Through Drugstores. USED 
Assures 


patient cooperation 


Neocurtasal, trademark reg. U.S. Pat. Off, 








“Mediatric” will help make the “senior” years. - 
more pleasant and enjoyable. 


“Mediatric” is specially formulated to counteract the adverse influence of declining gonadal 
function, nutritional inadequacy and emotional instability. 


“Mediatric” contains estrogen and androgen in amounts that will effectively supplement 
reduced gonadal hormone production; nutritional supplements carefully selected to meet 
the needs of the patient; and a mild antidepressant to promote a brighter mental outlook. 


Available in tablets, capsules, and liquid. 


“MEDIATRIC;’ 


Steroid-Nutritional Compound 


IN PREVENTIVE GERIATRICS 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 








